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MORNING SESSION 
Chairman ; Str Otto Niemeyer, G.B.E., K.C.B. 


- The CHAIRMAN: Ladies and Gentlemen, we are 
particularly happy to-day in having the Minister of 
Health with us, and I am going to ask Mr. Brown to 
address the Conference. 


The Rt. Hon. ERNEST BROWN, M.C., M.P., 

Minister of Health: I am very glad to have been 

given the opportunity to-day of congratulating the 

- Provisional National Council for Mental Health on 

| its own birth. For the union of the Central 

| Association for Mental Welfare, the Child Guidance 

Council and the National Council for Mental 

_ Hygiene into this one National Council is a valuable 
| step forward. 

As_I see it, there are two main reasons which 
make the amalgamation a good thing. In the first 
place, you know and I know that it is essential that 

the problems of mental hygiene should be viewed 
-as a whole. Mental hygiene is a subject that has 
‘many different aspects—the treatment of mental 
‘disorders in institutions and through out-patient 
‘centres, the care of mental defectives and their 
training, the social adjustment of mentally abnormal 
‘children. These different aspects are most intimately 
‘linked up with one another, and no comprehensive 


view of the problem as a whole has hitherto been 
possible simply because the different branches have 
to a great extent been dealt with separately by 
separate organizations. The amalgamation which 
is now being effected, an amalgamation of which 
the outward and visible sign is the establishment of 
the National Provisional Council, was strongly 
urged by the Feversham Committee, and their 
recommendation has been emphatically endorsed 
by the Board of Control. I myself—I am, of 
course, responsible to Parliament for all health 
questions both mental and physical—have long 
desired that we should have ‘a greater degree of 
co-ordination and avoid the overlapping which 
absence of co-ordination inevitably means, and I 
therefore welcome most heartily this step forward 
you have been able to achieve. 

I said just now that there were two main reasons 
for. welcoming the amalgamation. The second is 
that it will enable more effective appeal to be made 
for public support. I need not tell you that much 
has been done in recent years to educate public 
opinion on the mental health services, but, 
unfortunately, these services remain the least 
popular of all health services. This is perhaps 
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because the fear of the loss of reason is sodeep-seated 
in most people’s minds that they are anxious to 
forget or at any rate to ignore the extent and the 
gravity of the problems of mental health and 
abnormality. But let me quote a sentence or two 
from what the Royal Commission under Lord 
Macmillan said in their Report in 1926. 


It has become increasingly evident to us that 
there is no clear line of demarcation between 
mental illness and physical illness. . . . With 
the advance of medical science and the growth of 
more enlightened views, insanity is coming to be 
regarded from an entirely different ca yee 
It is being perceived that insanity is after all onl y 
a disease like other diseases, though wit 
distinctive symptoms of its own, and that a mind 
diseased can be administered to no less effec- 
tively than a body diseased. . . . The 
modern conception calls for the eradication of 
old established prejudices and a complete 
revision of the attitude of society in the matter 
of its duty to the mentally afflicted 


I very much hope that the public will come gradually 
to realize the truth of these words and, as they do so, 
that they will be readier to respond to the need of 
supporting the voluntary organizations which have 
now been amalgamated. I fully recognize the 


immense value of the unpaid work which has been 
and is being done by a host of voluntary workers, 
but effective organization means money, and a 


National Council will be in a far better position to 
appeal to public generosity than a number of 
overlapping and competing bodies working in 
different parts of the same field. 

I have just referred to the invaluable work, much 
of it pioneer work and much of it thankless and 
unpleasant, which voluntary workers have under- 
taken. It has sometimes been suggested that the 
Ministry are, or at any rate have been in the past, 
indifferent or hostile to voluntary effort in the 
sphere of mental health. This is wholly wrong. 
On the contrary I fully realize that while there are 
spheres of work which by statute belong, and 
properly belong, to local authorities there is ample 
room for co-operation with voluntary effort. 
Please do not think that I am for one moment 
depreciating in the least degree the value of the 
work done by the paid staff of the local authorities, 
yet there is, at the same time, no doubt that there are 
duties which can be better performed by visitors 
who come as friends rather than as officials. It is 
right and proper that this important Conference 
should begin by considering the scope and also the 
limitations of voluntary work in this field. 

Not the least important of the tasks which lie 
before the National Council is a thing I have already 
mentioned—the education of public opinion. We 
must remember that in a democratic country it is 
neither possible nor desirable to legislate far in 
advance of public opinion. It is the Government’s 
duty to give a lead, but, as I well know, legislation 
which is not backed by substantial public support 
tends to become unworkable and unworked. In 


the matter of institutional care of those unfortunate 
people who are unfit for community life our mental 
hospitals and mental deficiency colonies compare 
most favourably with those of any other country. 
But up to the present we have dealt too much with 
end results—we need now a more positive effort to 
deal with mental trouble, not merely at an early 
stage, but at the earliest possible stage. There is, 
for example, need for a much wider and better 
organized and equipped. system of out-patient 
centres than we have at present. There is an equal, 
or even more urgent, need for the development of 
child guidance clinics which might be the means of 
saving many unstable and unbalanced children 
from developing, as they grow up, more serious 
mental trouble. 

Good progress has been made in recent years up 
to the outbreak of war, but far more still remains to 
be done, and I see in the establishment of this 
National Council a good augury for the future. 
I hope, indeed I feel sure, that your Council will 
co-operate closely and harmoniously with the new 
health authorities which we propose will be respon- 
sible, in the National Health Service we are planning, 
for the co-ordination of all activities directed towards 
the prevention and cure of disorders both mental 
and physical. Not the least important aim of the 
new health service will be to break down the idea 
that mental and physical disorders can be divorced 
and treated in separate water-tight compartments. 

I want to mention one other of the National 
Council’s coming activities. One of the mental 
health problems confronting us as a result of the 
war is that presented by the men and women 
discharged on psychiatric grounds from military 
mental units and E.M.S. neurosis centres. It is 
essential—I repeat, essential—that these men and 
women should not be allowed to become permanent 
institutional cases, and it is clearly no less essential 
that some scheme of after-care should be provided 
for those who need it. If they are not to become a 
burden to themselves and to the community, we 
have got to provide skilled help for them in their 
struggle to become, once more, adjusted to civilian 
life, and to secure the type of employment for which 
they are most suited. We have got to ensure 
therefore that they are, when necessary, put into 
touch with facilities for psychiatric treatment. 
Their ‘families, too, will need help for the under- 
standing of their special problems and difficulties. 
To meet this need the Board of Control, in consulta- 
tion with the Ministry, have invited your Council, 
in co-operation with the Mental After-Care Associa- 
tion, to undertake the organization of a scheme to 
provide after-care in the patients’ own home areas 
after their discharge from hospital treatment. 
I shall be able to announce full details of the scheme 
in the near future. 

Mine is intended to be only an opening speech, 
and I do not want to anticipate the discussion which 
is to follow by referring in any detail to the effect the 
war has had on the incidence of mental disorders. 
Just a word on this would, however, not perhaps be 
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out of place, for it is a very remarkable fact that the 
stress of war has not led to any increase in the 
incidence of the psychoses. It is true that for a 
short time at the beginning of the war there was a 
sharp rise in the admission rate in some areas, 
notably in London, but my own view is that this 
rise may be accounted for partly by the necessity of 
evacuating admission wards and other accommoda- 
tion in public assistance institutions, which were 
wanted for E.M.S. purposes, and partly by evacua- 
tion and the extraordinary movements of population 
from one part of the country to another, which in 
many cases have made it impossible for households 
to keep at home any longer members who have 
become elderly and senile. Then before the end of 
1941 the curve had dropped and admissions since 
then have been substantially below the pre-war 
average. The admission rate is, of course, not a 
wholly reliable index—the drop is partly due to the 
number of young men and women who have been 
drawn into the Services and have been treated in 
military medical units, and, therefore, are not 
included in the Board of Control figures. 

But this factor is far from being sufficient to 
account for the decline, and the most probable 
explanation is that this is due in the main to the 
improvement in employment. Mental disorders, 
except for schizophrenia, are generally speaking 
disorders of middle and later life, and money worries 
are one of the principal stresses which lead to the 
breakdown of unstable people. Except for a short 
period at the beginning of the war employment 
has, of course, been abnormally good. No one 


has had to worry about finding a job or about . 


keeping one. Recently, I must admit, there have 
been some signs of a rise in the admission rate, 
although the figures are well below the pre-war level. 
In any case it would be unsafe to regard this wartime 
drop in admissions as indicating a real decrease in 
the incidence of mental disorders. However, we 
must face the future when it comes. 

Whatever may happen after the war, it is at any 
rate safe to say that our experience up to the present 
confirms the experience of Barcelona in the Spanish 
Civil War that war stresses in themselves do not 
increase the incidence of psychoses. There has, 
of course, been an increase, the extent of which 
we cannot measure at present, in the incidence of 
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nervous disorders, but that, as I need not tell you, 
is a very different matter. In a word the experience 
of the last four years has been encouraging us to go 
forward in our activities. 

Let me add one word of congratulation before I 
sit down and allow you to proceed with your 
Conference. That is to congratulate you and the 
new Council on securing so distinguished a Chairman 
as Sir Otto Niemeyer. He will, I know, bring to 
bear on this new task all those qualities which have 
won him such distinction in other fields, and I wish 
him and you all good luck. 


The CHAIRMAN: It is, I think, a happy augury 
that the first Conference organized by the new 
Provisional National Council should be opened by 
the Minister of Health. I think I have observed 
in the hall one or two delegates of local authorities 
(laughter), but all the same we are a voluntary 
society. 

We believe that in dealing with a complicated 
subject like Mental Health, on which we have all 
so much to learn, there is room both for the official 
effort and for the voluntary effort, and if the one 
can work in with the other, it will be to the advantage 
of both. We like to take your presence here to-day 
as a confirmation of that view or that hope. 

I would therefore like to move a vote of thanks 
to the Minister, and I ask you to signify your 
approval in the usual way. 


{The vote of thanks was carried by acclamation.) 


The Rt. Hon. ERNEST BROWN: Thank you 
very much. The Chairman has put his finger on a 
very remarkable fact. I have had many visitors 
at the Ministry of Health in the last three years 
from overseas, particularly from the United States, 
and there is one thing which they are all curious 
about. They want to know what is the secret of 
the extraordinary way in this war in which this 
country has managed to get central government, 
the local authorities and voluntary efforts all linked 
and working together in their own sphere quite 
happily. 

I always tell them this: it is the fruit of freedom, 
and it is because we have got the right cement of all 
good society—goodwill. (Applause.) 
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The Development and Extension of Voluntary 
Mental Health Services 


The CHAIRMAN: Before the Conference passes 
to the particular subjects on our agenda of more 
strictly professional interest, I would like to say a 
word to you about the general development of 
voluntary Mental Health services. 

In the first place, with regard to the Provisional 
National Council itself. The Provisional Council, 
as you will remember, was formed some nine months 
ago by three of the four main voluntary societies 
concerned with Mental Health as an effort in 
interpreting in practical terms one of the guiding 
principles of the Feversham Report, namely, the 
essential unity of all Mental Health services. The 
actual recommendation of the Feversham Report 
was that a new Central Voluntary Body should be 
set up for England and Wales to co-ordinate the 
activities of the voluntary Mental Health organiza- 
tions in the country. The Council would wish to 
acknowledge the help which it has received in 
attempting this enterprise from the Ministry of 
Health, the Board of Control and the Board of 
Education, all of whom have given us both encour- 
agement and financial support. We must also 
acknowledge—and I particularly would like to 
acknowledge it as a newcomer—the spirit in which 
the three constituent bodies concerned, i.e. the 
Central Association for Mental Welfare, the Child 
Guidance Council and the National Council for 
Mental Hygiene, havé subordinated their individual 
interests to the advancement of the Mental Health 
movement as a whole, and so made possible the 
formation of the new Council. 

The Council in its present provisional form—and 
I underline the word provisional—is composed of a 
limited number of members appointed by each of 
the three constituent bodies. These members in 
their individual capacity represent all branches of 
Mental Health work. They include psychiatrists, 
medical officers, members of local authorities, 
educationists, psychologists, social workers. The 
constitution of the Council, as its name indicates, 
is provisional, and that has the advantage that we 
are learning in these months from practical exper- 
ience where possibly our constitutional basis may 
need adjustment and improvement. 

At present there is no direct representation of 
organizations of local authorities, of educational 
bodies and of similar institutions. When the time 
comes to form what is impossible under war 
conditions, a permanent National Council for 
Mental Health, and the three constituent bodies 
concerned in the present amalgamation cease to 
exist as separate entities [a plan on which they are 
all agreed], it may well be that we shall have a 
constitution based on rather wider lines, including, 
for instance, direct representation of such bodies as 
the County Councils Association, the Association 


of Municipal Corporations and the Association of 
Education Committees as well as professional and 
social work organizations. 

But that is for the future. In the meantime the 
Provisional Council keeps in close touch with all 
organizations represented on its three constituent 
bodies, both voluntary and statutory. For both 
forms of work—as the Minister has pointed out— 
the need exists: and the Council hopes to develop 
them both, working harmoniously together, not 
only centrally but throughout the country. 

For many years now, Local Voluntary Associa- 
tions for. Mental Welfare have carried on Mental 
Health work in their own areas, and the Council 
hopes that through the additional activities of its 
own Regional Representatives, following the lines 
so successfully laid down by the Mental Health 
Emergency Committee, this original pioneer work 
will be still further developed. These local volun- 
tary workers seek to stimulate interest in Mental 
Health in their area, assist in developing or initiating 
the services offered by the Provisional Council, and 
co-operate with the Government Departments and 
local authorities in promoting their own Mental 
Health activities. They are always ready, on 
request, to place their specialized knowledge and 
experience at the disposal of the local authorities 


- or to help individual cases by putting them in touch 


with facilities for treatment. 

I would like to say here that this regional work 
owes a great deal to the willing help and co-operation 
which we ourselves get from the regional officers of 
the Ministry of Health and of other Government 
Departments, by officers of local authorities and by 
the various Social Welfare organizations. It is 
through that kind of support that it has been 
possible for regional conferences to be organized, 
amongst which may be mentioned specially, Con- 
ferences for Matrons of Hostels for Difficult 
Children, Conferences on the Welfare of Homeless 
Children, and, in conjunction with the Diocesan 
Moral Welfare Association, Conferences on Special 
Problems of Mothers and Babies. 

Another interesting activity due to the combined 
efforts of the Council’s Regional Worker and of 
the Local Mental Welfare Association is the 
formation of the Devon Committee for Education 
in Mental Health. ; 

With the time at our disposal, I cannot do more 
than give you a very summary picture of the field 
which the Council endeavours to cover. But you 
will find at the door, as you go out, a small pamphlet 
which I would commend to your attention.* I will 
a ag some of the main heads of the Council’s 
work. 


* Copies obtainable from 39 Queen Anne Street, W.1. 
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First of all, preventive work. We all know now— 
the Minister himself referred to it—that mental 
trouble must be dealt with not.only at an early stage 
but at the earliest possible stage. One of our 
functions is to stress not only the urgent need for 
such earliest treatment but to direct attention to a 
stage even earlier than that, and that is the prevention 
of the development of mental ill-health at its 
starting point in the first five years of life. 

It is universally recognized that sound physical 


_ development needs to be secured for every child, 


but the Council seeks to bring into equal prominence 
the importance of establishing also that sound 
mental health should be achieved through such 
character building as will ensure normal mental 
and emotional development. 

With that object we seek to attract the attention 
of parents, nurses and teachers and all concerned 
with the care and training of children. The very 
remarkable recent development of Child Guidance 
Clinics and the wide interest taken in the Child 
Guidance Movement, not only by local authorities 
but also by judicial and social organizations dealing 
with children, is significant of this standpoint. An 
indication of that you will find in the fact that 
whereas at the outbreak of war, when this movement 
had been in existence for some fifteen or twenty 
years, there were 54 Child Guidance Clinics in this 
country, there are at the present moment 94. A 
still more rapid growth could take place in this as in 
other branches of our work, were it not for the lack 
of trained personnel, a subject in which we naturally 
take a great interest. 

Secondly, educational work. Here it is the 
Council’s aim to develop in the public at large a 
Mental Health consciousness, either by lectures to 
the general public or by talks to those in special 
groups, for instance, the staffs of War Nurseries or 
Infant Welfare Centre Workers; to Social Workers 
and to University students, as well as to members of 
Women’s Institutes, Co-operative Guilds and other 
organizations both in large towns and in country 
villages. 

The Council also provides a number of specialist 
Loan Services. It is thus able to offer to education 
authorities, educational psychologists who can give 
expert help in dealing with psychological problems 
arising in schools and make surveys of requirements 
in connection with the setting up of Child Guidance 
Clinics, or in establishing classes for retarded and 
backward children, or in connection with Special 
Schools for Mentally Defective children. To 
authorities responsible for war nurseries it offers 
the service of trained and experienced workers to 
advise the nursery staffs in matters connected with 
the. handling of children in groups, the planning of 
play and recreational activities, and the obtaining 
and improvising of play material. To authorities 
administering the Mental Deficiency Acts it offers 
the loan service of an Occupational Organizer, 
who will advise staffs of certified institutions on 
methods of training and occupation. 

Thirdly, training of personnel. So far as possible 
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the Council seeks to carry out its preventive and 
educational programme through existing bodies or, 
when requested, for local authorities, rather than 
by multiplying independent activities. 

There are, however, certain courses which it runs 
itself, viz.: 

Short Courses in Mental Deficiency for 
Medical Officers, e.g. in conjunction with the 
University of London; 

Courses for Teachers (on methods of teaching 
difficult, retarded and mentally defective 
children); 

Courses for Staffs of Hostels for Difficult 
Children; 

Courses for Workers in Occupation Centres 
for Mentally Deficient children and in Mental 

Deficiency Institutions. 


The Council in its general educational and 
preventive and specialist loan service does not pass 
by the need for helping individuals. 

During the first six months of the present year, its 
Social Case-Work Department dealt with a total of 
between 1,400 and 1,500 cases. These include 
children and adults suffering from all types of 
nervous disorder and from mental defect, on whose 
behalf advice is sought as to suitable homes, clinics 
or occupation. It also includes nervous, difficult 
or retarded children, who are referred by authorities 
and individuals for placement in suitable schools and 
foster homes, and defectives from institutions to be 
placed out on licence or under guardianship. 

In addition, the Council is itself responsible for 
the following residential institutions:— 

Five Emergency Homes for mentally defective 
children; 

Five Agricultural Hostels for defectives on 
licence from certified institutions. A sixth 
hostel is about to be opened; 

A Hostel for specially difficult children (boys) 
in need of prolonged psychiatric treatment and 
observation before being placed in foster homes; 

A Residential Nursery for difficult children 
under 5, who have proved unsuitable for 
ordinary war nurseries. 


Finally, international work. Many members of 
this audience will remember the International 
Congresses organized by the International Com- 
mittee for Mental Hygiene (working in this country 
through the National Council for Mental Hygiene) 
which were held periodically before the war. 

During war, international contacts are difficult to 
maintain but this wider aspect of the Mental 
Health movement will clearly once more become 
prominent when the war ends and will very much 
engage the Council’s attention. 

Meanwhile, a contribution is being made to the 
International Mental Health movement by the 
organization of courses for Allied Nationals, with 
special reference to Mental Health problems with 
which the students will be confronted on return to 
their own countries. 

We cannot yet tell what problems await us in the 
post-war period, but we are conscious that they are 
likely to be many. They probably will be novel, 
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or at any rate they will extend over a field which is 
only just beginning to permeate the public con- 
science. Some special needs arising directly out 
of the war may come upon us in the very near future. 
The Minister himself mentioned one just now, 
arising out of the after-care treatment for certain 
classes of discharged Service men and women. We 
have been in touch with one another on that scheme, 
which will shortly become public. We are extremely 
interested in it. 

In general the change over from war to peace will 
demand an adjustment presenting many difficulties 
and inevitably occasioning considerable emotional 
strain on a large number of people. It will be one 
of the Council’s ways of service to create in the 
minds of the public an awareness of the nature of 
such difficulties, because it is only when the difficul- 
ties are known and appreciated that they can be 
dealt with understandingly and wisely. 

A number of the problems will obviously concern 
children, children returning to unfamiliar homes in 
crowded cities after evacuation in country villages, 
children who have no homes to which to return, 
children who find themselves motherless or father- 
less. The whole problem of the upbringing of such 
children in Homes or foster-homes (of which you will 
hear something from Miss Fildes at our session this 
afternoon) will be increased both in extent and per- 
haps in intensity, and in its Mental Health aspects 
it will absorb a large share of the Council’s attention. 


Mental Health Work 


The Development of Joint Schemes for 


If we are to face these problems successfully, 
and if the Council is to be enabled to carry out the 
objects of its foundation, there are three things, 
among others, which we shall especially need. 

The first one is the ‘continued support and 
co-operation of local authorities. I know that 
many in this hall are actively engaged in the work of 
local authorities. We welcome their presence to-day, 
and we hope they will carry back with them the 
impression that the Council is anxious for their 
support, is anxious to contribute what it can to. 
their problems, and wishes in every possible way 
to work with them. 

The second thing that we shall need is the support 
of our voluntary members. It is to them that we 
must look for the driving force of our movement 
and for its regional activities. No Council, however 
deftly contrived, no central machinery, however 
energetic, can supply the life-blood of a movement 
like this. That must come from the voluntary 
members. 

And, thirdly, we need the understanding and 
support of the public at large. It is to them that 
we must look for understanding of what we are 
trying to do, and for an appreciation of the impor- 
tance of Mental Health work. Just as they, as a 
community, should be the beneficiaries of an 
enlightened Mental Health system, so should they 
as a community give us their interest and support. 
(Applause.) 


of Local Authorities 


all Mental Health Services as well as 


for Child Guidance 


THOMAS BEATON, O.B.E., M.D., F.R.C.P., 
Medical Superintendent, Portsmouth Nervous and 
Mental Treatment t: Originating in the 
purely sociological function of Alienation of the 
Insane, Psychological Medicine has passed through 
the phases of Academicand Individualistic Psychology 
and is now beginning to take a place in social service 
over a field of activity in which the historical 
function, though unfortunately still existing, will 
play a comparatively minor part. 

The rigid limitations of the old Lunacy Act of 1890 
seriously hampered progress, but the Mental 
Treatment Act of 1930, with its wide permissive 
powers, if it did not actually define duties, clearly 
encouraged the local authority to set up a Psychiatric 
Social Service in line with other social developments. 
Circumstances naturally alter cases, but in Ports- 
mouth at least the City Council, with a truly progres- 
sive spirit, took full advantage of the new situation 
and now administers a practical and comprehensive 
Psychiatric Service which is of great benefit from the 


point of view of humanity and is a striking economy 
in regard to the public purse. ‘ 

The Initial Situation. In 1926 Portsmouth, with 
a population rising from 200,000 to 250,000 in the 
later pre-war years, possessed its own Asylum 
administered by the City Council through the usual 
Statutory Committee of Visitors and, fortunately, 
the post of Medical Superintendent of the Asylum 
was combined with that of Medical Adviser to the 
Statutory Committee for the Care of the Mentally 
Defective. This is a fundamental link as it places 
the two fields of work under the one executive 
control, obviates overlapping and effectively prevents 
any shelving of responsibility and consequent drift 
of the borderline case. It also ensures that Mental 
Deficiency as a whole will be handled with competent 
psychiatric knowledge. 

There was a local Voluntary Association for Mental 
Welfare which dealt entirely with Mental Deficiency 
and worked for, and was largely supported 
financially by, the statutory committee concerned 

















In addition there was the Poor Law Infirmary, two 
blocks of which were occupied by the mental debris 
of the Poor Law, including cases of mental deficiency, 
senile dementia and also those dealt with under 
Sections 20 and 21 of the Lunacy Act. 

The Out-Patient Clinic for Nervous and Mental 

Disorder. The position was a fair sample of the 
situation throughout the country at that time, but 
Henry Devine, who had held the post at Portsmouth 
since the last war, with his outstanding personality 
and ability, had aroused public interest in the matter 
and there was no difficulty in opening a Clinic for 
Nervous and Mental Diseases on Armistice Day, 
November 11th, 1926, in the out-patient department 
of the local voluntary hospital. 
— From its inception the clinic was catholic as 
regards material. It was to act as a centre of 
reference for any problem of abnormal conduct 
and functional or organic nervous or mental 
failure; the reason being that to the layman, and 
even to the general medical practitioner, there 
is no clear differentiation between the subnormal, 
abnormal, or the maladjusted personality, and a 
clinic must cope with any problem whatever type it 
might be. 

The closest co-operation with the medical 
profession was regarded as essential, and the clinic 
was conducted with strict regard for medical 
etiquette. Even where sociological problems were 
sent from other social services the patient’s medical 
- man, if he had one, was informed of whatever action 
was taken. The average medical practitioner 
resents strongly any outside interference with his 
patients, but if he is treated properly he gives his 
confidence and will willingly co-operate. 

The Psychiatric Social Service Worker. Experi- 
ence had shown that the table and chair idea of 
psychiatric clinic was not practical, and so the 
Voluntary Association was approached, and allowed 
the| Secretary to attend the sittings of the clinic to 
keep the records and carry out the sociological 
investigation, etc., which might be found necessary. 
It had been thought that the organization built up to 
deal with deficiency would be eminently adaptable 
to psychiatric needs, and so it proved. The 
Secretary, in the person of Miss Brayn, entered into 
her new work with enthusiasm, and her personality 
and experience were great factors in bringing about 
later developments. 

So, with this basis and from very small beginnings, 
the clinic took root alongside the ordinary clinical 
out-patient departments of the general hospital, 
and it grew. 

In-Patient Treatment. For some years the great 
drawback was the lack of hospital beds. The 
special blocks of the Poor Law hospital were out of 
the question save for the gross mental disorders 
which required custodial care. For many reasons 
also the treatment of the neurotic or mental patient 
in the wards of a general hospital is never desirable. 
The environment, the type of nursing and the 
inevitable restrictions of hospital life are most 
unsuitable. Moreover, it is impossible to foresee 
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what disturbances of conduct may arise even in the 
most amenable neurotic patient. The proper place 
is undoubtedly the Mental Hospital, and with the 
passing of the Menta! Treatment Act the beds of the 
Mental Hospital became available once the local 
authority had accepted the principle of the admission 
of the voluntary patient. It is surprising what little 
difficulty was experienced in getting patients to enter 
the hospital; certainly now patients show no more 
reluctance than they would to becoming in-patients 
in any hospital; in fact, it is found that patients 
often suggest it themselves or are only waiting to 
have the suggestion put to them. The Mental 
Hospital bogey is like all others, it vanishes if it is 
handled firmly. To give in to it is playing down to 
traditional superstition and is a retrograde step. 
Nothing can be worse than for a patient to be 
cajoled into a nursing home or general hospital, only 
to be told after much difficulty and trouble has 
arisen that he will have to go to the mental hospital 
after all. Educate the public to a proper under- 
standing of the relation between ‘‘ nerves”’ and 
** mind ”’ and they will face the facts and go to the 
hospital where they know they will get adequate 
and effective treatment. 

The Mental Treatment Department. As time 
went on the work increased until three full-time 
psychiatric social workers were employed, and in 
1934 it was decided that as the Voluntary Association 
for Mental Welfare had fulfilled its original purpose 
and was practically maintained by public funds it 
had now become redundant. The whole organiza- 
tion was then taken over and incorporated in the 
Nervous and Mental Treatment Department under 
the control of the Mental Treatment Committee 
of the local authority. 

This was a distinct innovation. As it is to-day 
the staff comprises a chief clerk, three psychiatric 
social workers and a shorthand-typist. It is housed 
in the centre of the city and equipped with offices 
for interviews, general office, waiting rooms, etc. 
There all the legal work of the Mental Deficiency 
Act is carried on, it is a central bureau of information 
for the general public, and it maintains a close 
liaison with all other social services of the city such 
as the Public-Health and Education Departments, 
the Magistrates Court and the Public Assistance, 
and all welfare activities such as the Charity 
Organization Society, the various religious organiza- 
tions, the Citizens Advice Bureau, etc. In addition 
it keeps an index of every case dealt with and a 
record of the course taken by every patient. The 
department has proved invaluable. It has been the 
keystone of the organization and is to the socio- 
logical what the out-patient department is to the 
clinical aspect. It is indeed an indispensable unit 
in the Portsmouth system and something of the kind 
should be incorporated in any contemplated 
Mental Health Service. 

Formation of the Mental Treatment Committee of 
the Local Authority. With the close association of 
the work in connection with both Mental Deficiency 
and Psychiatry, the use of officers in a dual capacity 
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and the setting up of the department, it was felt 
that the separation between the two statutory 
committees was no longer warranted and did not 
make for efficiency. Consequently the Committee 
of Visitors of the Mental Hospital and the Committee 
for the Care of the Mentally Defective were merged 
into one main Mental Treatment Committee under 
which the Medical Superintendent of the Mental 
Hospital became the Director of the Nervous and 
Mental Health Service. 

Co-operation with the Municipal Hospital. One 
oophole still remained. A small number of 
non-co-operative patients occur and, inevitably, 
certain acute and chronic cases must be handled by 
the Public Assistance. Such patients requiring 
immediate institutional care and control are 
perforce dealt with as of old under Sections 20 and 21 
of the Lunacy Act and are admitted to the mental 
block of the Municipal Hospital, which by 1934 
had replaced the Poor Law Infirmary. Under the 
old arrangement they were lost to the psychiatrist, 
and whether or not they were moved on to the 
Mental Hospital appeared to depend more on the 
state of overcrowding of the observation wards than 
on the intrinsic needs of the case itself. To remedy 
this it was agreed by the Public Health Committee 
and the Mental Treatment Committee that the 
observation wards should be visited daily by a 
medical officer of the Mental Hospital who would 
be responsible for the psychiatric treatment and 
disposal of the patients under care. 

This arrangement has worked extremely well, and 
the visiting psychiatrist is now frequently called in 
consultation in the general wards of the Municipal 
Hospital in addition to his routine round of the 
mental wards. In this way many cases of puerperal 
or post-operative origin were brought under prompt 
psychiatric observation and not allowed to drift. 

Co-operation with the Public Assistance Com- 
mittee and the Relieving Officer. Although the 
Mental Hospital carries on the treatment, in the 
case of the rate-aided patient it is the Public Assis- 
tance Committee who pay the bill. It is left to the 
Medical Superintendent of the Mental Hospital to 
decide as to the suitability of a patient to be admitted 
on a voluntary basis, but the Public Assistance 
Officer is interested in the question of eligibility 
from the financial point of view and it was very 
necessary to secure his co-operation so that there 
should be as little formality as possible associated 
with the admission of the voluntary patient. The 
intending voluntary patient cannot be expected to 
follow any complicated procedure and submit to 
an examination of his financial-position. The delay 
caused would often be fatal to the whole spirit of 
the Mental Treatment Act, and, moreover, the 
patient is generally far too pre-occupied with his 
personal troubles to give his attention to practical 
affairs. So long as he can understand the purport 
of the voluntary form and express his desire to have 
hospital treatment, that is sufficient, and, if early 
and prompt treatment is to be aimed at, that is all 
that can be reasonably expected of him. Care was 
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therefore taken so that no obstacle was placed in 
the way of immediate admission to the Mental 
Hospital of the patient seeking treatment volun- 
tarily. The fact of admission of the rate-aided 
patient was then communicated at once to the 
Public Assistance Officer who dealt with all matters 
of chargeability and recovery of maintenance 
through the usual channels. He was also kept 
informed of the capacity of the patient to deal with 
financial affairs, of any alteration in the status of 
the patient whilst under treatment, and of discharge 
or death. This co-operation was a most important 
factor, for without it the attempt on the part of the 
hospital to cater for the early case would have been 
largely nullified. 

At the same time a conference with the Relieving 
Officers was held at which the provisions of the 
Mental Treatment Act and the aims of the hospital 
were explained. They were asked to help, and were 
encouraged to communicate with the hospital if. 
they found themselves in difficulty. Now it is not 
an uncommon event for a Relieving Officer to bring 
a patient himself to the hospital for voluntary 
admission and so avoid the interposition of the old 
Lunacy Act. The Relieving Officers have found a 
considerable reduction in their work under the 
Lunacy Act since the Mental Health Service has 
been established, and have willingly given valuable 
assistance in contributing to its smooth working. 

Child Guidance and the Education 
main clinic naturally attracted a number of problem 
children from time to time, some referred by the 
school clinic and others brought up by parents. As 
these cases increased it was thought desirable to deal 
with them separately and in 1938 it was arranged 
that a Child Guidance Clinic should be held at the 
general school clinic where rooms for consultation 
and play therapy could be provided. The clinic is 
under the direction of a Psychiatrist of the Mental 
Treatment Department with a psychiatric social 
worker in attendance. This close association with 
the school medical officer has been of great advan- 
tage and the arrangement has worked well. The 
Director of Education has taken a great interest in 
the matter and the Education Authority has now 
appointed a whole-time Educational Psychologist 
who will work with the Psychiatrist at the clinic 
and also do field work in the schools. 

Certain problems are already appearing. Thus it 
is often advisable to place a child under observation 
for purposes of diagnosis and treatment and the 
difficulty is to know where to put it. In specially 
urgent cases the child has been admitted to the 
Mental Hospital as a voluntary patient under the 
age of sixteen, but this course is only desirable for 
gross conduct disturbances. Again, when it is 
clear that the cause of the trouble lies in the reaction 
of the child to the influence of its home life the 
difficulty of oe at once arises. 

the Magistrates Court. Children 
PP pe one. yromyheng mg ee A By 
but the number of juvenile delinquents over 14 
involved more time than could be given at the main 
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2 quarters | | 6 months | | 
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clinic, so arrangements were made with the Clerk 
to the Magistrates for them to be dealt with at a 
separate clinic held at the Mental Hospital, specially 
urgent cases being seen singly at other times by 
appointment. 

Chronic Epileptic and Other Patients. Here, 
again, a special session is held at the Mental Hospital 
to deal with the patient requiring long period 
treatment so that the main clinic should be free to 
deal with the new and recent case. 

The Mental Hospital. To adapt itself to the ne 

field of work the Mental Hospital has undergone 
considerable metamorphosis. It has changed its 
name from the Borough Asylum to the City Mental 
Hospital and is now known as St. James Hospital 
for Nervous and Mental Disease; and with the 
change of name has come a complete change of 
atmosphere. The separate villas in the grounds 
have proved very suitable for the new type of case, 
but no attempt has been made to segregate the 
voluntary patient, nor has it ever appeared necessary. 
Cases are treated in wards or villas according to 
their clinical requirements, and no _ invidious 
distinctions are made. The quiet intelligent delu- 
sional subject gets on very well with the voluntary 
obsessional or depressive patient and the excited 
hypomanic or agitated voluntary case is more 
comfortable in a ward where self-restraint is not 
so n ; 
The introduction of the early recoverable case has 
been a tonic to the nursing staff who can now look 
forward to seeing results in a matter of weeks rather 
than months and the patient-staff relationship has 
much improved. The hospital generally has 
become more alive. The rapid interchange of 
patients and the much greater contact with the 
outside world have stimulated the whole mechanism 
from top to bottom. Medical Officers, for example, 
must be prepared to receive patients at all times of 
the day or even night, to answer telephone calls 
from outside doctors seeking advice and help, and 
if necessary to go out to consult in the houses of 
patients. 

Organic neurology is also within the scope. 
Many cases with organic nervous diseases, such as 
taboparesis, post-encephalitis, disseminated sclerosis 
and cerebral tumour are admitted for investigation 
and treatment. 

It is difficult to draw a picture of the general 
atmosphere, but the secret lies in the absence of red 
tape and formality, the patients and their relatives 
are given a square deal and are made to feel at home 
and not cut off from ordinary life and that, so far as 
is humanly possible, their freedom of action is not 
interfered with. Thus many voluntary patients as 
soon as they begin to improve give their notice to 
go. In practically every case this is acceded to if, 
in spite of ordinary reasoned persuasion, they insist. 
Except in any rare instances they invariably return 
in a few days, acknowledge their mistake and ask 
to be taken in to complete their treatment. 

Propaganda and Education of the Public. An 
organized social service would remain barren if the 
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public made no use of it, and in the field of Nervous 
and Mental Disorder there were exceptional 
difficulties to be overcome arising out of traditional 
fear and almost complete ignorance of modern 
resources. Every effort must be made, therefore, 
to bring the facts before the public and to educate 
them away from old superstitions and archaic 
ideas. 

In most towns there are many lay societies which 
afford platforms from which the public can be 
reached, and in Portsmouth, Medical Officers and 
Psychiatric Social Workers of the Mental Treatment 
Department have given a number of talks to many 
sections of the community during the past years. 

The Post-War Brotherhood, the Rotary Club, 
ratepayers associations, various church and chapel 
guilds, to instance the type of meeting, have from 
time to time invited speakers to talk to them. The 
personal contacts as well as the information supplied 
have gone a long way to establish confidence and to 
spread knowledge of what can be done to alleviate 
nervous and mental distress. After such a talk 
questions are always invited, and if personal prob- 
lems are presented patients are advised to go to their 
own doctors to get a letter of admission to the clinic. 

The principal points which it was found needed 
emphasis were as follows:— 


1. Insanity is purely a legal term and no patient 
need be certified as insane unless the legal 
situation necessitates such a course. 


2. Even if certified as insane, patients can and do 
recover if they come to hospital soon 
enough, and that no patient can be “‘ put 
away ”” indefinitely. 

3. That nervous: and mental illness is just as 
amenable to the right treatment as any 
physical or bodily complaint. 

4. That the mental patient is not a freak of 
nature but has feelings and thoughts, 
pleasure and pains just like those of any 
ordinary person. 


5. That every man or woman has suffered from 
mental symptoms in the course of experience 
of love, grief, disappointment, etc. 


6. That there is no fundamental difference 
between ‘‘ nerves’ and ‘* mind ”’. 


7. That there should be no time lost in seeking 
treatment if good results are to be obtained. 


8. That anyone, rich or poor and whatever his 
station, can get advice from the clinic or 
receive treatment in the hospital if he needs 
it and asks for it. 


Special attention has been given to interesting the 
members of the medical profession. Fortunately 
in Portsmouth the local division of the British 
Medical Association is very active, and by personal 
contact and occasional lectures much information 
has been passed along. The recovered patient sent 
back to see his doctor is a potent argument which 
the doctor does not fail to appreciate. Local 
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A. This line shows the total number of patients resident in 
the hospital on December 31st each year. It was rapidly 
rising from 1926-1931. With the admission of voluntary 
patients in 1931 in addition to those coming in through the 
old channels it shot up and reached a peak in 1934. By 1937 
the effect of the Mental Health Service began to be felt and 
by the end of 1938 there was a distinct fall. The drop in 
1940 is complicated by the war situation. 50,000 people left 
Portsmouth and took with them many patients who could be 
looked after at home. This drop is reflected in the other 
curves. Since then the situation has stabilized and the 
— of Portsmouth is again rising. The curve, 

owever, continues to fall in spite of the increase of admis- 
sions, and this can only be due to the recoverability of the 
early voluntary case as the death rate for the last two years 
has been abnormally low, in the region of 7 per cent. 





B. This line shows the total numbers of admissions each 
year. It shot up with the passing of the Mental Treatment 
Act and still remains at a high level, the only noticeable 
drop occurring in 1940 during the exodus from Portsmouth. 


C. This line shows the number of admissions of non- 
certified patients. It rose to a maximum in 1938 when the 
population of Portsmouth was 250,000. The present figure 
is in accord with the present population of somewhat more 
than 200,000. | 


D. This line shows the number of patients admitted under 
certificate. It fell rapidly in 1931 and apart from the special 
year of 1940, has remained fairly level. It represents an 


irreducible minimum of cases which are non-co-operative 
from the start. 














practitioners are invited to visit their patients while 
under treatment. Special clinical demonstrations, 
such as one given recently which turned out to be 
very popular, on the modern electric convulsant 
therapy, are very useful. 

General Considerations. Such is a brief outline 
of the structure and development of the Mental 
Health Service of Portsmouth, and there would 
seem to be no reason why some similar organization 
should not apply in any city of about the same size. 
It has grown up independently of the Public Health 
Service. This is essential; the psychiatrist must 
have freedom of initiative, the material he works 
with is not amenable to the officialdom governing 
the material problems of Public Health. Each case 
must be treated individually and the introduction of 
routine and official restriction would neutralize the 
very springs of action. It is to be hoped that 
Mental Health will ever be free to pursue its very 
specialized aims. 

Another important factor lies in the use of the 
powers of the Committee of Visitors. From. the 
very beginning of things the Committee of Visitors 
have enjoyed a comparative freedom of control even 
by the local authority. Save for the expenditure 
of capital the administration of the Mental Hospital 
is largely autonomous, projects can be carried out 
without constant reference to and sanction by the 
local authority. The balance between the super- 
vision of the Board of Control with its legal and 
advisory powers, the local authority with capital, 
and the Committee of Visitors with administrative 
control is as near to the ideal as can be conceived. 
Under such a system the clinical and technical aims 
have a fair field for development, and personal 
initiative allowed a full rein. 

‘Apart from the benefit to the community, a 
Mental Health Service represents a great economy 
financially. For example, it was proposed to follow 
the practice, in vogue at the time, of equipping the 
hospital with an Admission Block for the purpose of 
receiving the new patient before his classification 
was determined. Once the Service was in being, 
however, the state of every patient was known 
before admission and, consequently; the patient 
could at once bé sent to that part of the hospital 
with the most suitable environment, the whole 
hospital, in fact, would act as an admission block. 
As these structures were most complex and expensive, 
the estimated cost of the Portsmouth proposal being 
£75,000, a large saving resulted. Again, the cost of 
maintenance of a patient for a matter of weeks is 
but a small fraction of what it would cost to keep 
him for the rest of his life, and that is the difference 
when the early voluntary patient is the type of case 
dealt with as a result of the Mental Health Service. 

Enough has been said to show what can be done 
by a progressive local authority. Further develop- 
ments lie along lines of prevention, and no doubt the 
psychiatrist will be called upon to play a part over 
much wider fields; but experience at Portsmouth 
has proved that by being content with small begin- 
nings, by taking care to be of practical use as fresh 
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channels are opened up, by developing only as needs 
arise, ultimately the confidence of the public can be 
en and a real benefit to the community 
ass ; 


The CHAIRMAN: Before I call on Mr. Davies, 
I should just like to thank Dr. Beaton for being good 
enough to provide us all with his very interesting 
paper. 


E. R. DAVIES, Esq., Deputy Clerk, Berkshire 
County Council: This paper is intended as a guide 
for moderately sized authorities who may desire 
to combine to form a Joint Scheme for establishing 
a Child Guidance Clinic but who are also anxious 
that the clinic should be linked up with the mental 
health services in their areas. ; 

Evacuation in 1939 and 1940 resulted in the same 
problems having to be solved in Berkshire as have 
since been described in the Cambridge Survey and 
Our Towns. 

In 1940 a conference of all the authorities and 
certain voluntary associations in Berkshire was held 
at Reading when the complaints of dissatisfied 
householders were considered. As a result it was 
apparent that while the majority of the children who 
had stayed were settling down quite nicely, there 
was a minority—a small minority—of unbilletables. 
At that time the term ‘‘ unbilletable ’’ was loosely 
applied to all kinds of unsuitable children, whether 
they were suffering from mental or physical troubles. 
To meet these complaints the County Council, with 
the consent of the Ministry of Health, opened a 
number of hostels to which the worst cases were 
sent. The only distinction made between the 
different types of cases at that time was that skin 
cases were segregated from the others. 

In the following year a second conference was 
held, and it became clearer then that the complaints 
of dissatisfied householders did not relate only to 
the physically dirty—who had been cleaned—but to 
difficult behaviour, principally the persistent bed 
wetter. These bed wetting cases, from the length 
of time they had lasted, weré€ clearly not due to lack 
of childhood training, but to causes which had still 
to be ascertained. 

As the complaints seemed well founded, an 
undertaking was given on behalf of the County 
Council to investigate the problem and try to find 
a solution. 

The investigation was interesting because it 
revealed that the difficult or problem child was not 
limited to evacuees. Amongst other facts it was 
found that there had been an alarming increase in 
juvenile delinquency in the county, and the offenders, 
who were by no means only evacuees, were often 
children who committed crimes with no apparent 
motive. 

It was at this stage that Miss Fox and Miss 
Findlay as representatives of the Mental Health 
Emergency Committee suggested that a Child 
Guidance Clinic at which problem children would 
be treated, might help us to solve our difficulties, 
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and they drew attention to the clinic which was 
working so successfully in Hertfordshire. 

course, we had no data to go on. We had 
lists of children who were described as difficult, but 
nobody knew with certainty why, so that the 
suggestion was really to try an experiment. The 
idea, however, seemed to be a good one, so the 
Ministry of Health were consulted and they expressed 
themselves wholeheartedly in favour of the scheme. 
Now it is not usual in local government circles to 
spend time praising the Ministry of Health, but I 
should like to pay a tribute to the way they helped 
in this matter, because without their backing it is 
probable the clinic would never have been estab- 
lished. Local authorities don’t usually like experi- 
menting, but when the Ministry indicated that they 
were prepared to pay half the cost for a year to 
enable us to find out the extent of the problem it was 
a great step forward. The Ministry did, however, 
attach two conditions to their offer: (1) that 
evacuated children should be treated without any 
further charge on the Ministry, and (2) that the 
clinic should cover the whole geographical county 
and not be limited to the administrative county. 

For you to understand what this meant, I should 
explain that the geographical county is made up of 
the administrative county and the county borough 
of Reading. 

The administrative: county in its turn contains 
three boroughs, Maidenhead, Newbury and Windsor 
which are Part III Education Authorities [i.e. 
authorities for elementary education], and Maternity 
and Child Welfare Authorities, but only two of the 
three are Mental Health Authorities. 

But before deciding how to fulfil this condition, 
an investigation was made to find out what arrange- 
ments already existed in the county. It was found 
that Maidenhead had already started a clinic of 
their own with a psychiatrist attending on a sessional 
basis. Reading had an educational psychologist 
employed whole time. The Reading University had 
a small clinic, while certain cases in North Berks 
were attending a clinic which was being held at 
Oxford. It was therefore necessary to agree some 
scheme whereby the existing work could be merged 
in the larger proposed organization. On this data 
it was decided that if the clinic was to be established 
it should be staffed by a whole-time psychiatrist and 
assistants because it was felt that only in this way 
could the problem be adequately tackled. All the 
authorities proved co-operative, and both Maiden- 
head and Reading indicated that they were prepared 
to join, subject to certain safeguards for their existing 
clinics. 

There are two methods of establishing a Child 
Guidance Clinic: (1) under the Education Acts, 
and (2) under the Mental Treatment Act 1930. 

There were at first sight advantages and dis- 
advantages in both methods. The advantage of a 
clinic under the Education Acts would have been 
the direct link with the existing school medical 
services. The principal disadvantages were the 
necessity for combining five separate education 
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committees, the restriction of the services of the 
clinic to children of school age and the isolation 
of the clinic from any official contact with the 
mental health services in the county. 

The advantages of acting under the Mental 
Treatment Acts were: (1) there was in existence a 
mental health service provided by the Committee of 
Visitors of the Mental Hospital of which Berkshire, 
Reading and two of the three remaining authorities 
were members; (2) there would be no age limit 
between 0 and 17 of the child or young person to be 
treated, and private cases could be treated if 
necessary; (3) the proportions of cost of financing 
the clinic to be borne by each authority had already 
been determined in connection with the hospital 
and were not regarded as requiring revision; and 
(4) the clinic would be directly linked up with the 
mental health services of the county. 

The great disadvantage was the fact that it would 
not be a school medical service and therefore would 
not rank for Board of Education grant. 

This last difficulty could only be overcome by 
persuading the Board of Education to recognize 
the clinic as forming part of the school medical 
service of each of the local education authorities 
involved, and here again the Ministry of Health 
were of the greatest assistance because they carried 
out those negotiations with the Board, with the 
result that the clinic when it was established was 
recognized as part of the school medical service. 
Bearing in mind the advantages and disadvantages, 
it was clearly to the advantage both of the clinic 
and of the children who would make use of it that 
it should be attached to the existing mental health 
services in the county, and therefore it was decided 
that the Committee of Visitors of the Mental 
Hospital should be asked to provide it as a mental 
health service and that the Medical Superintendent 
should be Director of the clinic. This they agreed 
to do, but it will be apparent from what I have said 
that there were certain initial difficulties to be 
overcome. 

First, as I have mentioned there were five local 
education authorities but only four of them were 
authorities under the Mental Treatment Act. This 
meant that provision had to be made for the five 
authorities as local education authorities meeting 
the charges incurred in relation to their own 
particular children. Secondly, children under five 
would be chargeable against the Maternity and 
Child Welfare Authority and here again, although 
there were five such authorities, only four were 
partners in the Mental Hospital. Thirdly, if a child 
or young person was brought before the Court and 
ordered by the Court to attend for treatment at the 
clinic, the charge might fall to the local education 
authority, or if he was a young person over 14 it 
would fall to Berkshire or Reading, the two authori- 
ties designated for that purpose under the Children 
and Young Persons Act. These questions of finance 
were eventually dealt with in this way:— 

1. The four partners agreed to make quarterly 
payments in advance to meet the cost of running 














the clinic in the proportions for which they were 
liable to maintain the Mental Hospital. 

2. At the end of the experimental twelve months 
the number of patient attendances was to be 
ascertained, and the cost of each patient attendance 
worked out against the actual cost of running the 
clinic. For this purpose the first patient attendance 
was multiplied by four because it was regarded as an 
attendance for diagnosis and therefore required to 
be weighted as compared with attendances for 
treatment purposes. Each authority was then 
charged with the cost of the attendance of the child 
in whatever capacity he had been referred to the 
clinic, e.g. a child under five was charged to the 
appropriate Maternity and Child Welfare Authority. 
This charge was in the case of education authorities 
charged against education accounts and thereby 
ranked for Board of Education grant. The 
amounts advanced by the four partners were credited 
against the accounts sent to them. It was found on 
this basis that the Ministry of Health had actually 
made a good bargain and should have paid more, 
but the deficit due to this fact was in the end 
covered by the four partners in the agreed propor- 
tions. 

I should mention that this slight deficit was offset 
to some extent by the number of private patients 
who had been charged fees. These fees constituted 
an additional income outside what I might call the 
Official income. The clinic carries out its work 
by the psychiatrist and her staff holding weekly 
diagnostic and treatment sessions at various centres 
in the county. 

At the end of the experimental period, it was 
obvious that there was not only a demand for the 
clinic but a heavy demand, and there were lists of 
patients waiting to be dealt with. The Committee 
of Visitors submitted a report which stated that the 
clinic was working to its maximum capacity and 
the waiting lists were still growing. For the first 
twelve months there were 436 attendances for the 
purposes of diagnosis and 2,830 attendances for 
treatment, and the actual waiting list on April Ist, 
1943, showed that for the whole of the authorities 
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there were 57 patients waiting to be dealt with. 

It was therefore decided to appoint a second 

whole-time psychiatrist, and the work of the other 

members of the staff was re-arranged to provide 

es the increased work which was required of 
em. 

In order to enable the clinic to carry on treatment 
efficiently it became apparent very early on that they 
would have to be provided with hostels to accom- 
modate cases and so, with the agreement of the 
Ministry of Health, the children in the existing 
hostels were divided and those requiring treatment 
were placed in certain hostels. The psychiatrist 
to the clinic was given control of the admissions and 
discharges at those hostels, and has complete 
discretion to decide when a child should be admitted 
or discharged. 

Consideration of the first year’s report resulted in 
all the authorities concerned deciding to place the 
clinic upon a permanent basis, and a new arrange- 
ment with the Ministry of Health provides for 
evacuated children being paid for by a capitation 
charge. 

The scheme operates very satisfactorily and, 
although it was not the first clinic to be established 
for a county area, it is I believe the first in this 
country to employ one and now two whole-time 
psychiatrists and a full whole-time staff of educa- 
tional psychologists and psychiatric social workers. 
The clinic works well and easily in practice. Although 
the accounting may sound complicated, it is actually 
very simple and provides a method whereby a 
number of moderately sized authorities can combine 
to provide a Child Guidance Clinic and the cost can 
be apportioned to the correct account. As I have 
told you, the scheme has now been placed on a 
permanent basis and the clinic is intended to be a 
permanent addition to the mental health services 
of the geographical county, and is not simply a 
wartime measure. 


The Chairman invited questions, but as none were 
forthcoming, he called upon the next speaker, 
Mr. J. Duncan. 
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The Residential School and its place in the Education 
of Defective and Sub-normal Children 


J. DUNCAN, Esgq., Headmaster, Lankhills 
Special School: Miss Fox’s invitation to me to 
speak on this subject placed me in a dilemma. On 
the one hand, my views are not orthodox, and they 
may not be acceptable to many of you who have 
come to this Conference. I felt that it might be 
unfair to air these views and possibly to arouse 
controversy. On the other hand, it is extremely 
difficult to say ‘‘ No ”’ to a request from Miss Fox. 
Those of you who know her and her shining example 
of service will appreciate this. 

So I wrote, stating briefly my views, and suggested 
that someone else should be invited to speak. By 
return Miss Fox flashed, ‘‘ I welcome the discussion 
of controversial issues. I hope you will come. 
I hope, too, that you will not mind being torn to 
pieces ! ”’ 

I do mind, but I have come, in fear and trembling. 
My fear and trembling has increased because I have 
been put on to speak early. Somebody comforted 
me with the thought that most of you would be 
thinking about lunch and would not attack so 
violently. 

This subject appears to fall naturally into three 
sections :— 


1. The place of the Residential School as it 
is now. . 

2. The place of Special Schools for defective 
children—both Day and Residential—in the 
future. 

3. The place of boarding schools in general, 
and of what we call now residential schools in 
particular, in the future. 


1. The Place of the Residential School at Present. 
This is largely factual, and is, I think, not likely to 
give rise to controversy. There are about 16,000 
children in England and Wales who attend Special 
Schools, both day and residential. This is about 
one-seventh of the total estimated number of 
defective children in the country. The remaining 
six-sevenths are in the ordinary elementary schools. 

Of this 16,000 children in Special Schools, only 
about 2,000 are in résidential Special Schools, i.e. 
about one-eighth of the Special School population. 

It is a simple sum in arithmetic, then, to see that 
only one-eighth of one-seventh, i.e. 1/56th, that is 
only one child out of every fifty-six defective 
children, is in a residential school. If we include 
with the defective group some or all of other sub- 
normal children, the number in residential schools 
is only one out of a very much larger number than 
fifty-six. 

The place of Special Schools, day and residential 
together, is thus, quantitatively, at present a small 
one. One child out of seven. The place of the 
residential school, dealing with only one out of 


fifty-six defectives, is quantitatively at present a very 
tiny one indeed. 

It is difficult to assess qualitatively the work of 
residential schools for several reasons. The first 
and most obvious is that human values are involved, 
values which cannot be measured objectively. 

Economic Value. It is possible to state the 
percentage who after leaving are employed and 
become entirely independent and self-supporting. 
It is possible to state the percentage who after 
leaving are employed and earn money. It is 
possible to state the percentage who, when they 
leave, are placed under guardianship, and who by 
reason of their work are partially self-supporting. 

Some of the large authorities—Birmingham in 
particular—used to publish an annual report, 
giving details of all the children who had left their 
day Special Schools, and it was possible to assess the 
economic value of the work done in the Birming- 
ham day Special Schools. It was of very high value. 

Educational Value. When we come to assess 
educational values again, it is possible to say 
whether or not the work in a residential Special 
School is education, or whether it is instruction, 
or whether it is merely occupation. We can see 
if the exercises that are given to the children to do 
stimulate thought, and we can see if they are at the 
right intellectual level, and so we can assess the 
intellectual value to some extent. It is even 
possible to assess some attainments objectively. 
And it is possible to make comparisons between the 
residential Special Schools, the day Special Schools 
and the ordinary elementary schools. 

Comparison between Day and Residential Special 
Schools. If we make comparisons between the day 
and residential Special Schools, immediately we are 
faced with the fact that teachers and people who are 
interested in day Special Schools deplore the poor 
home conditions of the children who attend these 
schools. They think that residential Special Schools 
offer enormous advantages over the day Special 
Schools, and if only they had these advantages their 
work would be much more comfortable and better. 
On the face of things, the residential school appears 
to have enormous social and economic advantages. 

Yet the considered opinion of very many people 
who are competent to judge and in a position to 
know, is that the educational attainments of 
children in the day schools generally are at least as 
high as those of children in the residential schools. 
The work of the day Special Schools educationally 
is just as successful as the work of the residential 
Special Schools. 

Perhaps some of you would like to think out the 
reasons for this being so. There is no doubt that 
it is so, because many people who visit many of 
them are of that opinion. 














If we face the whole problem of Special School 
education, the most striking thing about it to all 
teachers who work in elementary schools and in the 
day Special Schools is that there is a large number 
of children in the Special Schools who are not 
educable in the school sense. The recommendation 
of the Wood Committee of 1929, that children with 
1.Q.s of generally under 60 should be notified -by 
the local education authority to the local authority 
by the age of 11 or so and dealt with in occupation 
centres, either within or outside an institution, 
has never been carried out. If this were done, the 
result would be beneficial. Those children who 
were notified would be definitely happier. Their 
need is for occupation and instruction. They are 
not capable of exercising the critical thought which 
is the essence of education. The remainder, too, 
would be better off, because they would have 
greater opportunities for progress, because teachers 
would no longer have to give an undue proportion 
of time and effort, as they do, in trying to educate 
children who are not educable. 

This recommendation of the Wood Committee is 
not revolutionary. The level at which notification 
takes place at present is 50-55. The suggested level 
is 60. Moreover, the organization for dealing with 
the children who are notified is in existence, and 
expansion of the Occupation Centre service appears 
to be a fairly simple matter. 

The Place of Special Schools (Day and Residential) 
in the Future. This, of course, is controversial. 
I believe that Special Schools for M.D. children, as 
we know them now, are in the ordinary course of 
things gradually becoming redundant, and I believe 
that sooner or later they will not exist. 

It is necessary to look at this matter dispassion- 
ately, leaving out one’s personal interests and 
considering the best interests of the children. 

First of all, the definition of a feeble-minded 
child, within the meaning of the Education Act, is 
not ‘‘a child who has an I.Q. of under 70”’ but 
**a child who is unable to benefit in an ordinary 
elementary school ’’. But the ordinary elementary 
schools are gradually introducing more realistic 
methods, which meet the needs of the ordinary 
child better than abstract and verbal methods, but 
which also meet the needs of the sub-normal child 
who is educable. 

With the introduction of these realistic methods, 
children who were formerly not educable in the 
ordinary elementary school are now educable. If, 
further, the lowest (‘‘C’’ stream) classes in the 
senior schools are reduced to a size of 30, or better 
still 25, the definition of a feeble-minded child in 
the Education Act will cease to have meaning. 
Then I believe that certification within the meaning 
of the Education Act will be abolished. 

Feeble-mindedness in a child is not the same thing 
as feeble-mindedness in an adult. The criteria are 
different. In the case of a child it is an educational 
criterion. So we see the extraordinary position 
arising, that one day an individual is a feeble-minded 
child, and the next day it has become a normal 


MORNING SESSION 





17 


young person. The reaching of the age of 16 is 
apparently a magical process. Then why label a 
child defective in order that he may be provided 
with the right kind of education, the kind of educa- 
tion he needs? The only purpose of certification 
within the meaning of the Education Act is to 
provide the child with the right kind of education. 
There is no other purpose whatever. 

Actually the kind of education that this child 
needs is the kind of education that other children, 
generally in the senior schools, need, and I venture 
to say, that ‘‘B’”’ and ‘“‘ A ”’ children need too. 

Now we come to the question of the status of 
Special Schools. If certification is abolished, what 
would be the status of the Special Schools? It 
would be that of an ordinary elementary school. 
The intellectually dullest children in an area could 
be required to attend the Special School. But why 
segregate these children from the rest if they are 
educable ? They are not different in kind from 
other duller children, and they are very little 
different in degree. They are far less different than 
we have been led to believe, because the difference 
has been judged by verbal tests of intelligence. But 
measured by tests of practical ability, measured by 
their ability to deal with problems in concrete 
situations, many of them are superior to children 
who are of higher educability. 

Again I suggest to you that the abolition of the 
Special Schools for defective children is not a 
revolutionary measure, because already six-sevenths 
of defective children are in the ordinary school 
system. Of the remaining one-seventh, perhaps 
two-thirds of them would pass through the ordinary 
school system; one-third of them might have to be 
notified and dealt with in occupation centres. 

I suggest, then, that the best conditions for 
dealing with this problem and the whole problem of 
defective and sub-normal children are, first, that 
children should be notified who are not really 
educable, and should be dealt with by expansion 
of the occupation centre services; secondly, there 
should be acceleration of the introduction of 
realistic methods into the senior schools, and by 
realistic methods I mean methods in which children 
are presented with practical problems to solve in 
which they have to exercise thought, as opposed to 
methods by which they are talked at; thirdly, they 
will have to have smaller ‘‘C’”’ or “‘D”’ stream 
classes down to 30 or 25. If those changes take 
place, all defective and sub-normal children will, 
I believe, have conditions superior to what they 
have now. 

Under present conditions work in the Special 
Schools sometimes tends to be occupational rather 
than educational, because of the needs of the 
ineducable children in them; and work in the ‘*‘ C ”’ 
classes in senior schools tends to be verbal often, 
partly because of tradition and partly because of 
large classes. : 

What I am suggesting is not less care for defective 
and sub-normal children but more adequate care 
for a larger number of them. 
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Now we must watch for this question of vested 
interests. We must be careful not to let our own 
interests stand in the way of clear thinking. Aboli- 
tion of Special Schools might possibly be opposed 
by Special School teachers. I am one of them ! 
We may be faced with the grim spectre of unemploy- 
ment; we may be faced with having to take on new 
jobs with new difficulties; we may be faced with 
losing some of our salaries. 

Teachers in the ordinary schools may be opposed 
to it, too. They do not like sub-normal children. 
But they will if they adopt realistic methods, and if 
their classes are a bit smaller then the problem is 
solved. 

Lastly, we come to the place of the residential 
school in the future. With this picture in our minds, 
we wonder is there a place for it ? 

The place of boarding schools in general has been 
the subject of discussion at conferences recently 
and is the subject of discussion in the Press at the 
present day, boarding schools for all children. 
There seems to be a consensus of opinion that the 
experience of living together in a boarding school 

certain advantages for children. Children 
appear to have a need for community living in order 
to develop both their independent personality and 
a sense of social obligation to others. A fairly 
general view is that this need is felt by children of 
about the age of 13 or so. This view, I know, cuts 
across the interests of some of my friends who have 
preparatory schools, because it is suggested that 
before that children are better in a home with their 
parents or foster-parents. 

Suggestions have been made that certain buildings 
could be available to enable all boys and girls 
between the ages of 13 and 16 to spend a term, or 
two terms, or better still a year, living under boarding 
school conditions. The camp schools and some of 
the buildings now used as approved schools could 
perhaps be used, for with peace conditions, and 
above all with the introduction of realistic methods 
of education into the ordinary elementary schools, 
there will be fewer delinquent children. Half the 
approved school population are technically dull 
and backward. They are the failures of the 
ordinary elementary schools, who have been bored 
to tears by verbal education, and what they need is a 
more practical education. Among the children 
benefiting in this way would be all sub-normal 
children and all educable defective children, who 
would benefit together with normal children by some 
form of boarding school education for a period. 

If this is to be all, you will say: What about those 
unfortunate defective children who live in conditions 
of poverty and neglect? And what about those 
defective children who are delinquent and who are 
sent at present, not to approved schools but to 
residential Special Schools because of their intellec- 
tual level ? Should there not be residential Special 
Schools provided for them ? 

With regard to the first point, we must realize 
that bad living conditions and bad homes are not 
peculiar to children at present labelled defective. 


Indeed, the number of children in the technically 
dull and backward group who have bad home 
conditions is probably greater, because the group 
is much larger. But poor living conditions offer a 
social and economic problem rather than primarily 
an educational problem, and can be dealt with by 
boarding out, which in the case of younger children 
up to 13 is better than living in boarding school 
conditions. 

With regard to delinquents, if the lower limit of 
educability is taken at about 60 I.Q., there is 
apparently no reason at all for excluding any 
delinquents above this level from the benefits of 
approved school education. 

Lastly, there is one other suggestion that I would 
put forward for your consideration. There are 
some children who are temperamentally and 
emotionally disturbed, and who would benefit by 
removal from their homes and from their parents to 
residential school conditions. Such children are 
not confined to the defective or the intellectually 
sub-normal groups. They may be of any intellec- 
tual level, but they are definitely sub-normal 
emotionally. Should some few residential Special 
Schools be provided for them? Schools which are 
large, to permit of wide classification, but in which 
classes are very small, to permit of individual 
attention ? (Applause.) 


Discussion 


Miss ROSS (Birmingham): This has been a very 
quiet meeting hitherto, and the first thing I should 
like to do is to draw your attention to something 
that is really of first importance, and’ that is that 
the topic for discussion now, as stated in the 
Conference Programme, is the Residential School 
and its Place in the Education of Defective and 
Sub-normal Children. 

Mr. Duncan has trailed a shoal of red herring 
across our path this morning, and there is certainly 
not time to deal with many of the topics, and very 
controversial topics, that he has raised. 

I am sure that some of you at least came expecting 
to hear about residential schools for defective 
children, so I propose to deal with that topic, and 
in passing perhaps to deal with a few of the topics 
that Mr. Duncan has mentioned in his paper. 

I should like, first of all, to say quite definitely 
that where Special Schools, day or residential, have 
been established and have formed a good tradition 
of work and of selection of the pupils for admission, 
the most efficient headteachers, employing the most 
realistic methods in their schools, continue to report 
children for admission to such special schools. 
(Applause.) 

But, of course, we know, and Mr. Duncan has 
reminded you, in how few areas Special Schools 
have been set up at all. I can state that our most 
efficient headteachers in Birmingham do continue 
to report those children under no stimulus whatso- 
ever. They continue to report them, and we see 
them admitted to the Special Schools and we see 




















them make great progress and flourish happily 
there. 

I am quite certain that, were more Special Schools 
established, the same conditions would come about 
in many other towns. 

Mr. Duncan has said, Why segregate those 
children ? It is obvious they segregate themselves 
in the large and small schools. Social workers 
know how they segregate themselves. They plead 
for more provision and accommodation for mentally 
defective children. 

I maintain that the elementary schools have 
already a very, very heavy problem to tackle in 
dealing with dull and backward children, and 
would welcome smaller classes for those dull 
children. If only the elementary schools could be 
helped to deal with that very large problem, then 
much would be done to stem the tide of juvenile 
delinquency. 

Mr. Duncan has made quite a big point of the 
education of defective children in the senior schools. 

But what about the junior school stage ? Surely 
that is the important stage in which to begin the 
treatment and education of M.D. children. 

I should like to remind you and Mr. Duncan that 
before the war only about 60 per cent. of children 
over 11 in the whole country were in re-organized 
senior schools. Only about 60 per cent. I do not 
think that percentage will have increased very much 
since then. 

What about the problem in the rural areas, where 
it is quite impossible to have junior schools or 
senior schools organized in three or four streams. 
How is the M.D. child to be dealt with there ? 

We know that the raising of the school age has at 
each move presented fresh problems to educationists, 
and it was, of course, with the raising of the school 
age up as far as 14 that the difference between this 
lower group, that we call the educable M.D., became 
much more apparent, and in the immediate future 
we are looking forward to the raising of the school 
leaving age to 15 and even to 16. We are looking 
forward to compulsory continuation schemes up to 
the age of 18. 

What about the educable defective children ? 
We must make plans for them. Mr. Duncan has 
mentioned poor and neglected children. Of course, 
they should be dealt with, whether they are normal 
or defective, and a great many of them, of course, 
are being dealt with. Poverty and neglect, however, 
weigh so much more heavily on the defective than 
on the normal child. 

Mr. Duncan has mentioned the mental defectives 
in approved schools. I wonder if he realizes that 
these mental defectives have been found impossible 
to deal with in the approved schools, and hence the 
very strong action that has rightly been taken 
recently by the Home Office to prevent these mental 
defectives getting into them. The education there 
is not suitable for them. Those of us who deal with 
approved schools realize that. 

Now, if I may just spend two or three minutes 
on this question of residential schools for mental 
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defectives. Surely the evacuated Special Schools 
have proved the case for those who know anything 
about them at all. I have in my mind a picture of 
a group of M.D. girls who are in a beautiful house 
in a boarding school in Mid-Wales. A happier 
group of seventy or eighty girls you could not 
find. They are living there a life which is full; 
in fact, every time I go I think these girls are 
getting a liberal education, with all the amenities 
of the residential school and with the benefits as well 
of health care, social training and education under 
the best possible conditions, plenty of sleep, fresh 
air, good food and a happy environment. I have 
been struck with the attainments in reading of that 
group of girls, which are superior to the attainments 
in any of the day Special Schools because of the 
much more healthful conditions. 

Then surely we have found a certain proportion 
of M.D. children in the hostels under the Evacuation 
Scheme. We know that a certain proportion of 
them are uncared for defectives and therefore much 
more difficult to deal with than they would have been 
had they had the earlier training. 

In recent months I have had occasion to study 
many forms of application for admission to our 
evacuated Special Schools. They come from all 
over the country, many of them coming from people 
far distant from residential schools. We have had 
letters accompanying them, begging that we should 
admit these children. We read the schedules and 
find most pitiable stories. They are mostly children 
of 11-14, who have hitherto had no suitable education 
whatsoever. They have been defective, neglected, 
suffering home neglect, some of them even cruelty. 
They have been truants, because they found school 
so uncomfortable for them, and because the parents 
had not bothered enough about it. 

These surely prove the case for Special Schools, 
day or residential, as the case may be. 

Then we come to another important point, and 
those who are from local authorities will be 
sympathetic with this. Residential Special Schools 
are very expensive. Probably that is one of the 
reasons why we have so few of them throughout the 
country. May I just say that twenty-four counties 
in England have no residential provision whatever 
for M.D. children, and many of these are counties 
where there are no large towns, and the education 
of the mental defective is a still more difficult 
problem than it would have been in the towns. 

In addition to that, there are many counties, as 
you know, where the provision is most inadequate. 

Now we come to the other question, of what type 
of accommodation do we want? If we make 
good provision for day Special Schools, far fewer 
residential Special Schools will be required. That 
is one way of getting out of the question of the 
expense. 

Then let us think of the type of accommodation 
available. Are we to have camps or houses? 
For myself, I should say that for the short-stay M.D. 
or normal child, the camp is quite adequate; for 
the long-stay M.D. child, however, I should prefer 
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the house because the conditions are much more 
normal. 

I. should recommend that we have separate 
residential schools for younger and older boys. 

I should recommend that we have only small 
residential schools, probably a maximum of about 
80 children in each, so that the individual care could 
be given that has been so lacking in most of these 
cases. I am sure in this way the residential school 
for mental defectives will do really fine preventive 
and salvage work. (Applause.) 


A MEMBER: When our speaker tells us that 
one out of seven defective children in this country 
are in day or residential Special Schools, does he 
mean one out of seven children who have been 
certified under the Education Act as being incapable 
of receiving instruction in an ordinary school ? 
Is that the way in which he is using the figures ? 


Mr. DUNCAN: Not quite. The estimated 
number of defective children who could be certified 
within the meaning of the Education Act is seven 
times the number given now. Actually, certification 
of all these does not take place, because the only 
reason for certification is to give Special School 
education. In areas where there are no Special 
Schools, the children are not found. The actual 
number who would be certified within the meaning 
of the Act is seven times the number of those actually 
in Special Schools, and the estimate is made from 
the last investigation that took place at the time of 
the Wood Report. 


Dr. FENTON (Eastbourne): As one who has to 
deal with the practical problem of certifying these 
children under the Education Acts, I was extra- 
ordinarily interested in the views put forward by 
Mr. Duncan. I was very glad to see. somebody 
coming here with a view a little different from that 
which has been held for so many years. 

I am all in favour of the abolition of Special 
Schools. Let us for a moment consider the sequence 
of events. 

The teacher has a child in the school, whom he 
considers not educable. The child is referred to 
the school medical officer, and one comes to the 
conclusion that such a child is suitable for a Special 
School. 


Then you submit to the parent that you are sorry, 
but this child will not get on very well in the ordinary 
elementary school, but requires education under 
special circumstances. By this time they have smelt 
a rat. How many times have I had the statement 
made: ‘‘ Oh, you aren’t going to send my child to 
the silly school ! ’’ 

I cannot for the life of me see why the term defect 
has to be used about such children. I happen to be 
certifying officer under the Mental Deficiency Acts. 
How many of these children from Special Schools 
go out into the world perhaps knowing little or 
nothing of the three R’s, but still earn their own 
living quite satisfactorily. 

I was reared in the country, where I have come 


-across the most exeellent craftsmen, carpenters: and 


so on, who could scarcely write their own name. 
Why do we call these children mentally defective 
because of an arbitrary ratio of 70 or under ? 
Surely we can develop a training for the children 
who are simply a bit more backward than the ones 
in the group above? That should not be beyond 
our financial or our administrative powers. 

Very many of these children are brought up in 
unsuitable conditions, in bad home circumstances. 
Some go to Home Office schools. We have always 
been told a Home Office school is not for the child 
of a mental ratio below what we regard as mental 
deficiency. 

Surely the child who is in unsuitable home 
surroundings, 12quires to be put under other care ? 

I do suggest that the term mental defect should 
never be used other than as we see it to-day under 
the M.D. Acts. 

I hope the Special Schools as we know them to-day 
will cease to exist, because I feel sure from practical 
experience of not just one or two years but ten or 
fifteen, that these children can be catered for 
elsewhere. 

With regard to the teachers, they do not need any 
urging to send us a child who is not getting on. On 
the other hand, I have never found them to have 
other than the interests of the child at heart, and 
they are always ready to say, ‘‘ We will keep the 
child and give it another chance so as not to label 
it a mental defective for the rest of its life.’’ 
(Applause.) 


The Chairman adjourned the meeting until 2.30 p.m. 
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Chairman ;: SiR FARQUHAR BUZZARD, BT., K.C.V.O., M.D., F.R.C.P. 


The CHAIRMAN: It is just ten years ago that I 
presided at a session of the third biennial Mental 
Hygiene Conference in November, 1933, and I 
remember that I expressed on that occasion the hope 
that the result of that conference would be that we 
should have a clearer insight into the neuroses, a 
better understanding of the sufferings they produced 
and a truer conception of the principles of education 
and treatment by which such suffering could be 
prevented or relieved. 

I need hardly say that that cherished hope 
materialized, because we had on that occasion the 
presence of two speakers, the first of whom was 
Dr. T. A. Ross, one of the leading lights in psycho- 
logical medicine, whose death we still deplore and 
whose guidance we still miss. And the other was 
Dr. Rees, now camouflaged as Brigadier Rees, who, 
I am happy to say, is still with us, and whose 
activities are being more and more appreciated 
every day. 

I also expressed my belief at that time that the 
future of medicine would be concerned more and 
more with the prevention rather than with the cure 
of all forms of disease and disorder. I still preserve 
that belief. 

Let us review very briefly what has happened 
during the last ten years. In the first place, I think 
we can say that no praise is too great for the 
magnificent work which has been done by the 
various voluntary organizations in connection with 
mental health and welfare. You know that there 
has been recently a combination of these various 
organizations which we all think will be successful. 
Then let us turn for a moment to the work of 
statutory authorities. Again I think there has been 
very great progress made by local authorities in this 
particular subject in promoting various services for 
the good of the cause. I am not prepared to say 
that all the local authorities deserve that praise. 
There are good and bad doctors; there are good and 
bad local authorities; but still we have seen great 
progress in those services during the last ten years. 

I turn to my own profession. I pointed out ten 
years ago the need of better training in psychological 
medicine, so very apparent at that day, in regard to 
medical students. 
not very much better at the present day. It is 
better; it is going to get better; but it is not as good 
as it should be. 

On the other hand, we can say with perfect truth 
that the medical profession has advanced knowledge, 
has made notable discoveries in the treatment and 
also in the diagnosis of many forms of nervous and 
mental disorder. So we can look back upon those 


I am sorry to confess that it is. 


ten years with some satisfaction but not with 
complacency. 

For my own part I have more and more felt 
convinced that all our efforts for the future—not 
perhaps all our efforts but a great portion of our 
efforts—must be on the preventive side. : I have got 
to admit that I spent thirty years of my life, and to a 
considerable extent earned my living, by giving _ 
advice and help to patients who were suffering from 
psychoneurotic disorders. I-do not think, if you 
were to ask me whether my patients had made a good 
investment of their money, I should like to give you 
a truthful answer. I think it would probably be 
summed up in the word ‘‘ sometimes’. On the 
other hand, I would ask you to believe, or to be 
convinced if you need convincing, that every penny 
which is given to promote a long term policy of 
prevention, is a sound investment. 

I sincerely hope that when the Minister of Health, 
who this meeting with his presence this 
morning, brings out that somewhat elusive and 
mysterious White Paper, he will envisage a compre- 
hensive health service in which a large measure of 
the money -put into it will be invested in the pre- 
vention of mental and physical ill-health. ‘ 

I have also become more and more convinced 
that you cannot really separate mental health from 
physical health. I am aware, as you are all aware, 
that a healthy body may be associated with an 
unhealthy mind, or vice versa, but, in our campaign 
for total health, we must make every effort to 
integrate the two ingredients. . 

I am concerned now, at my time of life, not with 
my contemporaries, not even with those who are 
twenty or thirty years younger than myself, but with 
the young generation and the generations still to 
come, because I believe that in health and education 
lie the most important factors for the preservation 
of this country. Health and education are much 
more closely allied for practical purposes than we 
have yet recognized. ; 

That brings me—I am not going to detain you 
very long—to this point. You have had the 
opportunity of looking at a little pamphlet which 
sets out the various and very numerous activities 
undertaken by the Provisional National Council for 
Mental Health. These activities are in every way 
admirable. The only fault I would find is the 


omission of a definite scheme for Health Education 
of the public. 

It is true that a great deal of good is being done 
by voluntary associations, by the local authorities, 
by the B.B.C. and the press. These methods are 
not enough in themselves. The medical profession 








22 


has not yet interested itself enough in the homes, the 
living and working conditions of its patients, nor 
has its voice been loud enough in pressing for better 
conditions. I see, too, in this pamphlet that there 
are activities going on which provide for the training 
of teachers to deal with abnormal children. What 
I would like to see is a campaign undertaken by this 
Provisional Council, urging the educational 
authorities to insert into their curriculum for the 
training of teachers definite instruction in the art 
of educating children in the principles and practice 
of health. I do not want to see health specialists 
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among school teachers. Teachers of all subjects 
should be trained to introduce into their own subjects 
something of interest to children which would help 
to inculcate healthy habits of mind and body. After 
all, what is called good behaviour is based on healthy 
habits and the latter will not become permanent in 
character unless the child in the course of his or her 
development is brought to understand the reason 
for them. It cannot be beyond the wits of educa- 
tional authorities to devise means by which the young 
can acquire an interest in health if its teachers are 
trained to bring its importance to their notice. 


The Effect of War Conditions on the Mental 
Health of the Community 


IAN SKOTTOWE, M.D., D.P.M.: In attempting 
to asses the effect of war conditions upon the mental 
health of the commumiity it is necessary to define 
first the data which might reasonably be taken as 
an index of communal mental health, secondly the 
conditions exclusive to war which may influence 
mental health and thirdly the sample of population 
which is the subject of the enquiry. 

I propose to deal only with civilians, since admir- 
able surveys of psychiatric problems in service life 
have already been made by Curran, Rees, Gillespie 
and others, and must in any- case remain subject to 
censorship. 

Criteria of Mental Health. Mental health is 
assessed in an individual by the extent to which 
he persistently succeeds or fails in adapting him- 
self to the social medium in which he lives. There 
is a wide range of variation as between one 
individual and another, and even in the same 
individual at different times; but so long as indi- 
viduals continue to do their jobs, to manage their 
affairs, homes. and private lives in a way that is by 
common consent considered decent, reasonable and 
law abiding, and are not unduly elated, depressed, 
anxious, suspicious or morbid without reasonable 
cause, they are accepted as being in reasonably good 
mental health. There is no hard and fast dividing 
line between mental health and mental ill-health, 
but the latter may be said to be manifest when the 
individual is no longer able to carry on his manifold 
activities as a person, as a member of a social group, 
without seeking, or being brought for, special 
external help of a technical medical kind. 

The essential criterion of a change in communal 
mental health is therefore the incidence in the 
community of social failures in this broad sense on 
the part of individuals who were previously able 
successfully to adapt themselves to the demands of 
society in its concrete, conceptual, ethical and moral 
aspects. 

Methods of Assessment. The incidence of such 
failure can be assessed in several ways. For 





example, the incidence of frank mental illness can 
be ascertained from the annual numbers of new 
cases reaching hospitals and out-patient clinics, 
and useful indication of the severity of such illnesses 
can be obtained by the rough and ready test of 
whether or not they require to enter hospital as 
in-patients. But there are other more subtle 
indices of the state of mental health, not neces- 
sarily in the sense of frank mental illness but 
rather of mental health in the sense of social morale, 
although they are less unequivocal and they must be 
interpreted with caution. For example, the suicide 
rate, convictions for drunkenness, for soliciting, for 
sexual offences, for crime generally, the incidence of 
venereal diseases, the illegitimate birth rate, some 
instances of industrial unrest, church attendances, 
prominent and persistent but unorthodox mass 
demonstrations may all be straws which give an 
indication of the direction and intensity of the 
prevailing wind of social circumstance and com- 
munal- mental health. 

Precautions in Investigation. It is not suggested 
that a change in all these group activities is neces- 
sarily the result of a changed state of mental health 
in all the individuals composing the group: but 
undoubtedly it is so in some instances, in respect 
of some individuals. To draw valid conclusions 
it would be necessary for proper psychiatric and 
social surveys to be undertaken. I refrain from 
quoting figures in respect of these wider social 
activities because although they are capable of 
forming an index of mental health, they are very 
liable to misinterpretation if stated in raw form. 

Enemy Action and its Immediate Consequences. 
There is another way of looking at this larger 
problem of communal mental health. Instead of 
taking a single symptom of the state of communal 
mental health and investigating the probably 
numerous factors which have produced it, one might 
take a special experience exclusive to war, for 
instance aerial bombardment of civilians and 
investigate the incidence of mental illnesses in those 














who have been subjected to it. This has been done 
in an admirable study by Fraser, Leslie and Phelps 
(1942), who investigated a group of 127 persons 
aged 18 to 65, who had been admitted to first aid 
posts during aerial bombardment for reasons other 
than physical illness or injury. It must be remem- 
bered that these 127 persons can only be a very 
minute proportion of the population at risk. Of 
this sample, 34 per cent. developed uncomplicated 
nervous symptoms, but in only about 6 per cent. 
were these protracted. A small group of 35 persons 
who had been buried for more than an hour was 
studied by the same investigators, and it was found 
that approximately one-third of them developed no 
neurosis, one-third a temporary neurosis and one- 
third a persistent neurosis, that is of at least ten 
months’ duration. The investigators rightly remark 
that what is abnormal is not the mere occurrence 
of a neurosis after such a severe experience, but its 
persistence. It has been shown by numerous 
observers that some 75 to 80 per cent. of sufferers 
from persistent neurosis precipitated by war events 
have had previous attacks of neurosis or have 
prominent personality traits indicating constitutional 
instability. 

An excellent survey of the influence of a wider 
variety of war conditions than an isolated terrifying 
experience has been published by Aubrey Lewis 
(1942). While it doec not confine itself to the study 
only of enemy action, it was made in respect of a 
period when such action and its immediate conse- 
_ quences, such-as temporary loss of home, trekking, 
disruptions of personal transport and personal 
communications with relatives were the prominent 
features of the day to day life of the community. It 
is reported that during the intensive raids of 1940 
about 100 persons per night were admitted to first 
aid posts, that only some 18 to 20 per cent. of them 
were classed as suffering from ‘‘ shock without 
physical injury ’’ and that only some 10 per cent. of 
these people had to be admitted to hospital. At that 
time the Ministry of Pensions were making injury 
allowances on account of bomb explosions to about 
100 persons a week, but only about 5 per cent. of 
these were cases of ‘shock without physical 
injury ’’. Reports from most of the notably bombed 
areas, Coventry, Birmingham, Bristol, Merseyside 
and others as well as from London have been 
collated by Lewis, and his main conclusions are that 
air raids have not been responsible for any striking 
lasting increase of neurotic illness, although there is 
a slight local rise in the incidence of neurosis shortly 
after severe bombing in a given area, and it is 
accounted for chiefly by those who have suffered 
neurotic illness before. Moreover, early recovery 
or at Jeast very great improvement is the rule of those 
who were not already neurotic before the war. 

These conclusions are strikingly similar to those 
stated in an unusual and interesting survey by 
Whitby (1942) of the incidence of neurosis in a 
London general practice of some 3,000 patients. In 
two years of war this practice produced 330 patients 
suffering from neurosis. In terms of attendance, it 
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was found that in 1937 30 per cent. of the attendances 
were on account of neurosis. Comparing the same 
months of 1937-38 with those of 1940-41, when 
bombing was frequent, it was found that 29 per cent. 
of attendances in peace were for neurosis and only 
30 per cent. in the corresponding months of war. 

The more serious forms of mental illness, requiring 
mental hospital care, show on the whole a slight fall 
in this war as in the last, although there may be a 
relative increase in the number of senile cases 
admitted and there are local examples, due to shift 
of population, where the number of admissions to 
mental hospitals, although not the incidence of such 
admissions per unit of population, shows an 
increase. Lewis reports that of 435 admissions to 
a London psychiatric observation unit during a 
period of bombing, only 13 were directly attributable 
to air raids and in only a further 9 were air raids a 
contributing factor. 

So much for the more or less direct effect of enemy 
action and its immediate consequences. Whitby 
points out that as time went on enemy action became 
a less prominent precipitating factor in neurosis, and - 
other less tangible war conditions, namely personal 
problems in the home, prolonged evacuation, 
marital infidelity, occupational difficulties and 
maladjustments, much more prominent. 

Social Conditions of War. It is difficult to isolate 
the effect of particular conditions with precision. 
The black-out, separation, break-up of families, loss 
of material possessions, rationing and other forms of 
control, fatigue, boredom, nutritional influences may 
all have an effect upon mental health, probably in a 
cumulative, rather than a specific way, although there 
is some ground for believing, as Fairbairn has so 
cogently argued, that separation, especially in the 
sense of separation from a state of things, from a 
solid and immutable family or social background, 
rather than from a particular person or place, is a 
most potent factor in bringing to light unhealthy 
psychological proclivities. Time, too, the wearing 
down process, insidious, undramatic and un- 
stimulating as it is, seems to be relevant to} the 
continuation of good or bad communal mental 
health. 

It appears that a small but valid sample upon 
which to study the effects of these cumulative 
influences is provided by the population of Bucking- 
hamshire. In 1938 this was estimated to be in 
round figures 310,000, approximately equally 
divided between rural and urban districts, and in 
1941 it was estimated to be 407,000, an increase of 
some 97,000. I take the year 1941 for comparison 
because it is psychologically probably the most 
trying year of the war so far. Extensive heavy 
bombing still existed, the new arrangements for 
supply, transport, industry, billeting, calling up and 
so on had not become stabilized, sources of irritation 
and frustration were numerous, the news was not 
good, people had not settled down to the long steady 
pull of smooth co-ordinated social effort. The 
ordinary population of Bucks is relatively stationary 
in the geographical sense and is not a floating one. 
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The psychiatric services are arranged in such a way 
that all but a very small number of cases come within 
the purview of a single group of psychiatrists. The 
incidence and forms of mental illness sufficiently 
severe to require specialist advice can easily be 
ascertained and there is little difficulty studying 
separately those who ordinarily live in the county 
and those who have come into it since the war. 
Taking first the more serious disorders, requiring 
mental hospital admission, 241 cases were admitted 
to Bucks Mental Hospital in 1938, a rate of 7-7 of 
per 10,000 of population. In 1941, the admissions 
numbered 260, a rate of only 6-4 per 10,000 of 
population. Now 70 of these admissions were from 
the new population, a rate of approximately 7-1 per 
10,000 of those who had come into the county since 
the war, while 191 of the admissions were from the 
old, or stationary, population of the county, 
equivalent to a rate of only 6-1 per 10,000. It 
seems possible that in part, at least, separation may 
have been a factor in producing a‘ higher rate 


amongst the new population. 


But when attention is turned to the less serious 
disorders as judged by the numbers of new out- 
patients, quite a different set of facts emerges. In 
1938, there were 52 new psychiatric out-patients at 
the Royal Buckinghamshire Hospital, a rate of 
1-7 per 10,000 of population, and 23 per cent. of 
them became more seriously ill and had to go into 
the mental hospital. In 1941 there were 98 new 
out-patients, equivalent to a rate of 2-4per 10,000 of 
population, and only 13 per cent. of them had to go 
into the mental hospital. Moreover, in 1942 there 
were 182 new out-patients, and in 1943 to September 
30th there were 220, equivalent to a current annual 
number of 293 and to a rate of at least 7:2 per 
10,000 of the population, which is smaller now than 
in 1941. In other words, the actual rate of new out- 
patients per unit of population has multiplied itself 
about four times while the mental hospital admission 
rate per unit of population has fallen by about 
15 per cent. Now of the 182 new out-patients in 
1942, 31 had not lived in the county before the war. 
This meant that the incidence of the less serious 
disorders in the new population was only 3-4 per 
10,000 of that population, whereas the incidence was 
4-8 per 10,000 in the stationary population—a 
reversal of the relative incidence of the more serious 
disorders requiring mental hospital treatment. 

If a gross figure of all mental illnesses whether 
seen in out-patients or in admissions to the mental 
hospital be taken, it is found that in 1938, 9-4 per 
10,000 of the population were referred for specialist 
advice, and in 1943 an annual rate of 13-9 per 10,000 
are being so referred, an increase of about 45 per 
cent. in the rate of incidence. 

The greatest caution is necessary in interpreting 
these figures. 

It is certain that they do not mean that there is a 
true increase of anything approaching 45 per cent. 
in mental illnesses. The upgrading of psychiatric 
services generally, the diminution of public prejudice, 
improved diagnosis and extreme pressure of work 


upon general practitioners are all potent factors in 

increasing the number of cases referred for specialist 

advice, but that is not necessarily evidence of a real 

increase in the disorders themselves. Nevertheless, 

allowing for all these things, and when the nature of 
individual illnesses and their causal factors is care- 

fully scrutinized, it is difficult to avoid the conclusion 

that there is some slow increase in the real incidence 

of mental illnesses, and that the social conditions of 
war are relevant to this. There is little doubt that 

separation and the long, wearing processes of 
maintaining abnormal ways of living without the 

stimulus of immediate enemy action are beginning 

to make themselves felt. Fortunately, the evidence 

that these have not, and probably will not, produce 

any increase in the more lasting and serious social 

failures is very strong indeed. Moreover, the minor | 
disorders which bulk so largely amongst new cases 

nowadays are readily remediable. A characteristic 

clinical picture is the middle-aged executive, living 

in billets or with billettees in his house, but one way 

or the other having his family life disrupted, that 

is, being separated from a state of affairs although 

not necessarily from a place, working long hours, 

deprived of peacetime initiative but burdened with 

regulational responsibility, who feels he is becoming 

less efficient, is depressed on that account and is 

above all afraid that he will be thought to be 

swinging the lead if he gives in. Simple measures 

seldom fail to restore such a patient to health in 

4 to 8 weeks, and out-patient and domiciliary treat- 

ment will do in most cases. 

Another familiar clinical picture is the young 
woman whose calling-up is approaching and who 
comes or is brought by her anxious mother in a state 
of apprehension as she is not considered ‘‘ strong 
enough for factory work ’’. In these cases, disposal 
is at least as important as medical treatment ; some 
of them are dull, backward and near-defective, and 
the characteristic suggestibility and uncritical 
attitude of such girls, especially in an unsatisfactory 
family situation, readily produces hysterical con- 
version symptoms. [It is not the fact of defect but 
of instability added to defect that is so important. 
With suitable selection of occupation, many dull, 
backward and even frankly defective patients can 
be usefully absorbed into industry at the present 
time; but the unstable defective or psychopath is a 
social problem that, in war as in peace, has continued 
to evade the range of therapeutic skill of the 
psychiatrist. 

It is notable that it is at the beginning and towards 
the end of active occupational life that we see our 
most characteristic cases; we have seen remarkably 
few breakdowns induced in established industrial 
workers generally. Not only in out-patients but 
also in mental hospital cases the numbers in which 
the change of life, or involutional period, apparent in 
men as well as in women, was a causal factor were 
twice as great in 1941 as in 1938. Similarly, 
constitutional weaknesses are unmasked by the fact 
that after proper statistical correction, the number of 
mental hospital cases in which inheritance was a 
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major causal factor was greater by 30 per cent. in 
1941 than it was in 1938. Moreover, the number of 
young unstable defectives admitted showed a 
significant increase. 

Alcohol, as a causal factor, actually showed a 
slight diminution in the years under review, but 
syphilis showed an increase. This, however, is 
unrelated to wartime venereal infection since the 
incubation period of central nervous complications 
is many years. It is probably part of the significant 
increase (21 per cent.) of bodily diseases generally, 
especially arterial degeneration, as causal factors 
and represents rather an unmasking than a cause of 
mental illness, attributable to war conditions. 

Summary. In summary it can be said that the 
evidence to date as to the influence of war con- 
ditions upon the mental health of the community is 
as follows: 

There is no increase in the more serious mental 
illnesses. There is a substantial increase in the 
number and incidence of minor disorders referred 
for specialist advice, but many factors other than 
conditions exclusive to war have entered into this, 
although there is probably some slight slow real 
increase as the war goes on. 

Those disorders in individual cases in which war 
conditions can be shown to have played an im- 
portant part are readily remedied by simple measures 
in a few weeks ; on the other hand in cases where 
war conditions have unmasked, rather than caused, 
mental illness, constitutional handicaps are promin- 
ent, often irrevocable and from the social point of 
view disposal ranks equal with treatment in 
importance. 

The direct and immediate effect of enemy action 
is very slight and mainly transitory. More subtle 
factors are changes in ways of living, of which the 
most constant is a separation from and interference 
with family life; but the advance of time and an 
insidious kind of emotional fatigue, without the 
— of immediate action is probably a factor as 
well. 

The main criterion of communal mental health 
has been taken as the incidence of mental illness, but 
other possible criteria have been indicated and 
suggestions made for investigating them. 

On the whole there is certainly no ground for 
alarm or despondency as regards the mental health 
of the community, and much for solid confidence 
although not for complacency. The war has 
emphasized the intimate relationship between social 
factors and mental health, both ways. There is 
much to be done, and it is not too soon to start now. 


Sir LAURENCE BROCK (Chairman, Board of 
Control): The Minister this morning did not leave 
me much to say. Indeed, with that singular harmony 
of thought which so often links Ministers and their 
officials, he said almost exactly what I had meant to 
say to you by way of footnote to Dr. Skottowe’s 
paper this afternoon. 

For the first few months after the war there was a 
considerable rise in some areas in the rate of 
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admission. I am not going to give any figures: 
first of all because the figures for 1942 have not yet 
been given to Parliament, and it would not therefore 
be proper that I should publish them now, but also 
for what is perhaps a weightier reason, that figures 
at this stage of the war may very easily be mis- 
leading. There is always a time lag. One must not 
assume that, because no conspicuously harmful 
results have appeared within the first two, three or 
four years, that no harm is ultimately going to 
follow. So that I should not care to give you figures 
now. I think it is very much safer just to look at 
the general trend. 

As I have said, the first result of the war was a 
sharp rise in the admission rate, not in every area 
but more particularly in the big urban areas. That 
was due no doubt in the main to the clearance of 
observation wards, the necessity of finding accom- 
modation for E.M.S. units, and also to the inability 
of many families under evacuation conditions to look 
after old people who had hitherto been kept at home. 

But, fairly early in 1940, the numbers began to 
diminish, and before the end of 1942 admissions 
were below the normal rate, and they have continued 
below that rate since, even in areas where there has 
been a considerable accession of population during 
the war. I think in the main the explanation is, as 
the Minister suggested, that there is no tonger any 
need to worry about finding a job, or, when you have 
found a job, about keeping it. Unemployment and 
money worries, especially among the black-coated 
workers in middle and later life, are a frequent cause 
of mental breakdown and this factor has for the time 
being disappeared. 

I should be prepared to go a little further than 
Dr. Skottowe and say quite definitely that up to the 
present there has been a distinct reduction in the 
extent of psychoses during the war, though this may 
be only a temporary reduction. 

Of course, when we come to the neuroses, con- 
ditions are quite different. There, though precise 
figures are still more difficult to get, the results of 
the survey carried out by the Ministry of Health— 
so far as it has gone up to the present at any rate— 
do show an increase in neuroses. That, after all, is 
only what on a priori grounds any well-informed 
observer would have expected. If you take away a 
lot of people from their normal surroundings, if 
you take them away from their homes, in which 
they have had the shelter and protection of their 
parents, put them into factories, put them into the 
army, put them into the Women’s Auxiliary Services, 
there are bound to be some who will not stand up 
to that strain. 

A great many of the population, after all, have 
been facing a strain which they have never had to 
face before, and it is not surprising that it has proved 
too much for some of them. It is not surprising 
that people who have never had any experience of 
work under factory conditions, when they find 
themselves in all the noise and racket of a factory, 
and when at the same time they are compelled to live 
in a billet or hostel, at any rate in quite unfamiliar 
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and often comfortless conditions, it is not surprising 
that some of these people break down. 

While there has been unquestionably an increase 
in the incidence of neuroses, it has not been of such 
dimensions as to give us any ground for taking too 
serious or too tragic a view of the position. What 
has happened is what was bound to happen. 

If there is anything about which we ought to feel 
depressed, it is not about the number of people who 
have gone down with a neurosis or psychoneurosis; 
it is about the absence of adequate facilities for the 
treatment of these cases. That is something which 
does give us serious grounds for anxiety. (Applause.) 
But I do not want to discuss the question, and I hope 
you will not discuss the question, as though it were 
merely a matter of the results of the war which are 
already traceable. As I said just now, there is a 
time lag. Who is going to be bold enough to say 
that the children, especially the young children in 
the blitzed areas, who seem to have come through 
almost unscathed, are not going to show marks and 
scars later in their lives? (Applause.) 1 hope they 
will not, but I am very sure that some of them will, 
unless we can greatly multiply and develop the 
facilities for treating any young people, and any other 
people for that matter, who show signs either of 
nervous or psychological trouble. 

We shall have to be very much more careful in 
the future than we have been in the past. We have 
more people at risk. They may seem to have come 
through all right. They may seem almost unscathed 
at the moment, but some of them must have suffered 
and the effects will show themselves in time to 
come. 

That is true, too, of the psychotics. The number 
of our admissions to the mental hospitals has fallen 
off, but it does not necessarily follow that the 
incidence of the psychoses has permanently decreased. 
I do not think it has, and it is quite arguable that 
to some extent our liabilities have only been deferred. 
I think it isa fair assumption that if there should be 
a recurrence of prolonged unemployment, as there 
was after the last war, then many of those people 
who have escaped breaking down so far, people 
who have done well because they have had nothing 
to worry about, because they have been better off 
than they have ever been before, may then break 
down. 

Incidentally, it is rather a grim comment on the 
effect of social insecurity that some of the doctors 
in out-patient clinics have said that one of the things 
which is worrying some of their women patients is 
not the fear that the war will continue, but the fear 
that the war will stop !_ It is rather a grim thought, 
but it is so, and it does emphasize my point, that if 
there should be—I hope there will not be—a period 
of prolonged unemployment, then it may be that 
many of the people who have been saved from 
breaking down during the war because they were 
relatively so well off and so well employed, may 
break down then. 

Therefore we have to look to it that we are ready 
for an upward jump in the admissions later on. 


We have to see that all facilities that are humanly 
possible are provided to deal with mental ill-health 
at the earliest possible stage. Our experience so far 
gives us every ground for encouragement. I cannot 
believe that any nation in the world would have 
stood up better to this stress than our people have. 
(Applause.) But, while we have grounds for en- 
couragement, while we are entitled to take pride in 
the way in which people have stood up to those 
stresses, there is no ground for complacency. 
(Applause.) 


Dr. MacCALMAN (Aberdeen): I was very much 
interested in Dr. Skottowe’s figures, which show an 
increase in the non-psychotic conditions, because this 
same figure is somewhat repeated in my own district 
of Aberdeen, which has been relatively untroubled by 
at least direct enemy action. In 1938, when I began 
a clinic there, we had in the first year about 250 new 
cases. Last year we had 586, and this year it looks 
as if we were going to have about 600. 

One is tempted to think that that is due to the 
fact that the service is a new one, and therefore you 
get more and more cases until the point of stability 
is reached; but I certainly agree with Dr. Skottowe 
and Sir Laurence Brock that you cannot leave out 
at least the more intangible factors of the war in 
producing this somewhat marked increase in the 
number of cases. ; 

Sir Laurence Brock has talked about the time lag, 
what is going to happen after the war. But I think 
the war is already having its effect on the mental 
health of the community. Whether it is due to 
accident, or that factors like separation operate 
more strongly than in ordinary patients, I am not 
quite sure, but I think we are beginning to get those 
breakdowns which will go on increasing even after 
the war. 

I know many cases who have broken down because 
of the war, but I also know many other cases and 
families where a breakdown after the war is over, 
after the return of a healthy normal life, is almost 
inevitable. Therefore I think we have to prepare 
ourselves to meet a great demand for psychiatric 
services in the comparatively near future. It is an 
interesting little point that very few patierits ever 
attribute their breakdown to war conditions. They 
are taken up with their own personal troubles. 
They do not see the wider issues. But I certainly 
think from my own experience that the war is having 
its effect, and will go on increasingly having that 
effect on the mental health of the community. 
(Applause.) 


Dr. BODMAN (Bristol): I think we can con- 
gratulate Dr. Skottowe on a very interesting 
collection of figures. 

There was one point, sir, that you made in your 
introductory remarks, and that was the difficulty of 
separating physical and mental illness. That 
difficulty was one that we experienced actually in 
Bristol. I was an Acting Director of the Child 
Guidance Clinic there. From time to time our clinic 
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was put out of action by enemy bombing, and we 
turned ourselves into a sort of psychiatric social 
service team. We investigated various places in the 
city that had been bombed and tried to assess the 
immediate results. We found that for every case 
of frank mental disease, of frank psychoneurosis, 
there was also a case apparently of ordinary somatic 
illness, which has been brought about by psycho- 
logical strain. We have to bear those cases in mind 
when we try to assess the effect of war strain on the 
population at large. 

This only makes more urgent the necessity of 
providing more psychiatrists and of making certain 
that every doctor has a more extensive psychological 
training, so that he can assess the psychological 
factors which lie behind these very prevalent 
illnesses. (Applause.) 


Dr. SUTHERLAND: There is one aspect of 
this matter that I think we must not lose sight of, 
and that is that these open cases, which come to the 
notice of the psychiatrists, are merely a part of the 
iceberg above the surface of the water, and that 
for every case of that type, there is an enormous 
number of cases of people who are to some extent 
maladjusted and unhappy. 

I feel that the war is having a rather serious effect 
upon that particular group of cases, because so 
frequently the home has been broken up and the 
children are finding themselves in a less secure 
atmosphere, often without the benefit of a father in 
the home. The mother has a double interest, and 
altogether the children are in many cases being 
brought up in an atmosphere which will probably 
cause an increased amount of maladjustment. 

This I feel to be most important, because in my 
own experience I have come to see that the begin- 
nings of that trouble were laid in infancy, wrong 
interconnections were growing up between the child 
and its mother, and the child makes its first touch 
with the outside world through its mother from the 
first weeks of life. 

I was particularly glad, sir, that you should have 
stressed in your introductory remarks the importance 
of the preventive side and the importance of the 
educational side. I feel that we must tackle this 
problem at its beginnings. We must somehow or 
other give our mothers more knowledge of their job, 
more knowledge of the troubles that may occur and 
of how they should deal with them, but more 
particularly we should train them so that they would 
be Yg to prevent those troubles from occurring 
at all. 


We must too, I think, train our general prac- 
titioners and our doctors in the clinics, so that they 
will not wait for open signs of maladjustment to 
occur, but they will be able to detect the very first 
signs, and will be able to handle the case in such a 
way that serious mental illness will not occur. 
(Applause.) 


Dr. DORIS ODLUM: There are one or two 
points I would like to make. I have had experience 
since the war in a provincial clinic in the town of 
Bournemouth, and we have one or two very inter- 
esting factors in our experience. 

Our figures correspond very closely with those 
that have been given by Dr. Skottowe and other 
speakers. There has not been any increase in 
psychoses. There has been an increase in neuroses. 

The types of neurosis that we have had are, of 
course, what everybody else has had, and that is the 
predominant anxiety-state. It takes the form of a 
type of anxiety which is not only a mental reaction 
but a physical one too, and these psychosomatic 
factors that have been spoken of all are related to a 
mental attitude, a physical and mental pattern of 
anxiety. 

Our experience has been the same as Dr. 
Skottowe’s—that this condition has nearly always 
occurred in people who have had a previous experi- 
ence of some kind of instability. It has occurred 
very seldom in people who had a thoroughly good 
past history of physical and mental stability. It 
seems that people who have a ‘‘ tough ”’ personality 
can stand up to pretty well anything. It is the people 
who are by disposition tender who seem to fall by 
the wayside under circumstances of prolonged stress. 
It has not in our experience been the heavy air raids; 
it has not been any acute stress which has caused the 
breakdown, but a prolonged series of stresses, in 
which again the deprivation stress has been very 
much to the fore. 

We are an area into which a great number of 
Civil Servants have been evacuated and a consider- 
able proportion of our new cases was drawn from 
this group. I think the reason for this is that 
probably the kind of people who take up that sort 
of career are people who do very well in a rather 
settled, orderly, secure state of existence. Here 
they were faced with having to make a complete 
change in their whole way of living, entailing a 
considerable amount of anxiety. There was no 
anxiety about finance. The condition was entirely 
the result of having to alter their environment. 
Anyway it was an interesting point. (Applause.) 
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Selection and Classification of Homes and Hostels 
in relation to the needs of the Individual Child 


Miss L. G. FILDES, B.A., Ph.D.: I think that, 
with relation to all of us who have had to do with 
Homes and Hostels during the past three years, the 
one thing which has struck us has been the casualness 
with which individual children have been placed in 
Homes. What I mean is that a child has been put 
into a Home because the Home exists and the child 
exists and is in need of shelter, or that certain children 
have been rejected from billets, and as a result of 
that rejection Homes have been established hurriedly 
in which they can receive at least food and shelter. 

A great deal of this is the result of war conditions. 
A great deal of it was certainly totally unthought of 
and unexpected before the war. In fact, too few of 
us, both those of us concerned with the mental 
health or even the physical health of children, have 
considered before these last few years the enor- 
mously valuable and difficult work which was being 
carried out in caring for so many thousands of 
children who could not be cared for in their own 
homes, mainly because they had none. 

The present situation has brought this matter very 
much to our notice, and I am sure to the notice of all 
local authorities. With evacuation there has been 
a large number of children who have had to be 
placed in Homes, and Homes have had to be provided 
for them. The thing that seems so disastrous about 
this placing is that the children have had to be 
placed without their individual needs—either 
psychological or social—being considered. 

This has been no one’s fault, but I say here that it 
will be the fault of all of us if these conditions 
continue now that we have had an opportunity of 
learning from the chaos through which we are at 
present working; and that therefore it is our 
business at this moment to consider on what basis 
we are in future going to place children in Homes or 
Hostels, because they have no homes of their own 
and must be cared for by the community. It is our 
business to consider, first, the psychological and 
social needs of the individual child before we 
attempt to place that child in any particular Home. 

It is quite obvious that the main difficulty of 
placement of children arises in relation to those 
children who are not what is commonly called 
normal. Because, as has already been indicated 
during this afternoon, the existence of normality 
in the individual means that that individual can 
and does adapt himself to practically any type of 
living condition and comes through it pretty success- 
fully. Normal children—and we may thank Heaven 
for this—will stand up to nearly everything, though 
that is no reason why they should be required to 
stand up to things which are grossly unsuitable. 

I should like to saya few things which seem to have 
emerged from the experience people have had in this 
country in relation to the whole question of placing 
children in Homes, referring first to normal children. 


It has been said constantly from this platform 
to-day that the one thing which is important for the 
future in relation to mental health is the prevention 
of mental illness. 

May I put it to you that in relation to the placing 
of children in Homes, the nature of the Home in 
which a normal child is placed and the suitability 
of that Home in relation to that child is one of the 
vital factors in the prevention of mental disturbance. 
(Applause.) 

What, then, do we know with regard to the 
question of Homes for normal children? On this 
I can only speak most briefly, but certainly in 
modern times we have come to realize that the 
large barrack-like institution is no home; that it 
cannot and does not fulfil the psychological needs 
of any child, normal or otherwise. 

You may say to me, ‘‘ What is the difficulty of the 
large institution ?’’ The main difficulty of the 
large institution is that it cannot, however well run, 
fulfil the psychological needs of young children. 
It cannot give the child individual security and 
individual affection, and it cannot, on the other 
hand, give him the opportunity for developing adult 
responsibility in away which is desirable for 
children if they are to grow up towards mental 
health. 

That is a matter on which years ago I had an 
opportunity of discussing with many people who 
were responsible for thousands of destitute children, 
and the response was always: ‘* Yes, we know, but 
what can we do, because these children cannot have 
the normal experiences of children at home? We 
cannot risk their lives in the street. We cannot put 
them in situations in which they have got to face 
the issues of joy or sadness in the family. It is 
almost impossible, if you have got a vast number of 
children together, to put them in the situation of 
growing up towards responsibility.” 

That from the social end is one of the most serious 
hindrances towards the development of mental 
health. It is disastrous, too, because you have this 
long period of over-security in the matter of material 
needs, and then a turning out to face the world, for 
which they are not and cannot be prepared. 

With regard, then, to the question of Homes for 
normal children, the most obvious conclusion that 
we can come to is that such Homes should be small. 
I will not say how small. I should prefer ten. 
(Twenty-five was a possible Victorian family.) But 
I realize that in this work one has got to bear in 
mind economic situations, and I know that to bring 
up ten children in one Home is a much more 
expensive procedure than to bring up forty; to 
bring up forty in one Home is generally a more 
expensive procedure than to bring up a hundred. 
So that we have got to face the issue from the point 
of view of economic possibility, while making the 














Home as small as is reasonably possible, from the 
point of view of the children’s development. 

From the mental side it is eminently desirable for 
ordinary children that they should be in Homes 
in which they are of varying ages. It is a disastrous 
situation, if you are going to bring up children 
mentally healthily, to mass numbers of the same age 
together. I wonder how many of you have seen a 
Nursery ? I remember one before the war in which 
there was a large number of three-year-olds. It was 
a well-to-do Nursery. The children were heavily 
paid for. They were nearly all from three to four 
years old. Their pet occupation was to trample on 
each other! You may say it was bad management. 
Yes, but it is a most undesirable situation that 
children should be brought up only to live with 
those of their own age. They have to live in a 
community of adults and younger people. They 
have got to grow in responsibility, and they lose all 
that if not only in their schools but also in their 
homes, they have no opportunity of learning to care 
for the younger and to respect the older, which will 
be their normal life situation. 

In other words, the life situation in the Homes and 
Hostels provided for normal children should be as 
nearly approximate to the normal home as is 
possible within the realm of economic expenditure. 

I should like to make one other claim, and that is 
that nearly all these Homes for some reason are 
run by women. If only it were possible that Homes 
could be run by a father and mother, we should get 
some excellent results. (Applause.) There is no 
reason, of course, why the father should work in 
such a Home. The normal father works out of the 
home, and it is not undesirable that the child in the 
ordinary home is brought up so that he must 
consider the whims and foibles of his father. (I will 
say nothing of the unfortunate mother, who works 
all day but does not have, or is not supposed to 
have, whims and foibles.) 

But certainly if it were possible to have these 
Homes really run by a father and mother, with a 
father going out to work rather than pottering about 
in the house, the general setting would be a much 
more natural one for the children. 

There is a vast amount one.could say on the whole 
question of normal children. I only suggest here 
that, if we are going to try to prevent mental illness 
in relation to children who must be placed in 
Homes, we must make the substitute Homes as 
suitable, psychologically and socially, as we can 
for them. 

There is one point in relation to all these children, 
which I assume would be accepted by everyone here, 
and that is that it is quite obvious that it is better 
to place children out in foster-homes than to put 
them into any Home with a large H; only, of course, 
the whole thing needs so much more developing, and 
there are so many more children than there are foster- 
homes that we must consider the whole problem. 

However well children are brought up—and they 
may not be brought up well either in Homes or in 
their own homes—we have to be prepared for the 
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fact that a certain number of them will begin to 
develop signs of mental ill-health. 

The claims for treatment for the adult have 
already been put before you. I need hardly stress 
in this assembly, that for every child which shows 
symptoms of mental ill-health, there should be treat- 
ment as soon as possible. As part of the treatment it 
may be that special Homes are necessary. They have 
developed, ofcourse, as part and parcel of the evacua- 
tion schemes, but they have been too chaotic. It will 
be necessary to develop Homes for treatment for 
children showing mental difficulties, in particular 
for children showing various forms of behaviour 
disorder which possibly are neurotic in their origin. 

It is quite obvious that such Homes will have to be 
established, and I should like to suggest that if they 
are established, they should be really small. The 
expenditure on them should be expected to be high 
compared with the expenditure on Homes for 
ordinary children, just as the expenditure on children 
who are physically sick during their period of cure 
is higher than the expenditure on those children 
when they are well. 

If we accept the view that so-called Hostels for 
difficult or troublesome children have come to stay, 
we have to add certain corollaries to that point of 
view. The most important one can be put in this 
way. Constantly nowadays we are asked, possibly 
over the telephone, ‘‘ Can you find a home for so- 
and-so? He is eight, and he wets his bed.’’ ‘* Can 
you tell me where I can place a boy of twelve, who 
is so difficult at home that he has assaulted his 
mother and smashed up all the furniture ? ”’ 

You know it is perfectly impossible on a basis of 
such information to find an adequate home. So 
that the first thing I would plead for in relation to 
children who are going to be placed in Homes or 
Hostels because of peculiar difficulties is this: that 
before placement there should be adequate diagnosis 
of the situation. It may be that that will involve 
in certain instances, temporary placement some- 
where; but most certainly in relation to the whole 
question of the care of the children, as the Home is 
a vital part in their rehabilitation, there must be 
adequate diagnosis before placement, and a great 
deal must be known about the Home before one 
ventures to place a child in it. We have been much 
too haphazard in the arrangements for placing. 
Do let us bear in mind that, because a child wets its 
bed, the treatment for it is not to place it with 
another twenty who also wet their beds. The 
whole question is a question of real psychiatric 
diagnosis in relation to the children, and it is hoped 
that the child psychiatrists will give us a definite lead 
before long as to what kind of Homes they would 
like established for certain children, or children of 
certain particular types; how big those Homes 
should be; how preferably they should be staffed. 

I am saying nothing against those people who 
have undertaken an extraordinarily difficult experi- 
mental wartime job in running Homes for problem 
children. Many of them have done a magnificent 
job, which few of us would have dared venture to 
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face. (Applause.) Some of them have been 


successful; some have not. 
blaming the ones who are not. They undertook a 
job, of which perhaps they did not understand the 
implications. The ones who have been successful 
will give us much from which we can learn. 

But what it comes down to is this, that in selecting 
your Homes for children who show difficulties, you 
must in the first instance have small Homes properly 
staffed. In the second place, you must have 
adequate diagnosis of the children before they are 
admitted to any Home. And the third thing, which 
perhaps should go without saying but which is the 

that is lacking everywhere, is that if a child is 
sent to a Home because it is suffering from mental 
ill-health, surely the only thing we can do with that 
child in the Home is to treat it. 

In most of the Hostels where the children have 
been placed there has been no treatment except the 
treatment of the Home itself. In some cases that is 
adequate. In cases where the children are really 
suffering from neurotic conditions—severe emotional 
disturbances—that treatment in itself is not enough. 

You have only to look back to a report, many 
years before the war, of the result of Child Guidance 
out-patient treatment in America, where a certain 
famous clinic for years used change of homes as its 
main factor in treatment; and look at the children’s 
records after many years, to see that in a very small 
proportion of cases—although the children were 
improved and well-beéhaved—was that improvement 
maintained after their return to their own homes, 
because they needed psychological treatment, which 
they were not getting. 

I appeal, therefore, for consideration of Homes 
for children on this basis: that they are of a proper 
size, properly staffed, to which children are admitted 
after adequate diagnosis, and from which they can 
and do receive treatment. That seems to be the really 
main issué of the whole question of classification. 

I have said nothing, of course, with regard to 
children who are so deprived intellectually that they 
will never fit into the community, because already, 
obviously, Homes have been established for such 
children. Our only present difficulty is that there 
are not enough of them. 

But I think if we bear in mind the fact that we do 
require a diagnosis of the individual before he goes 
to a Home, that the Home is adequately staffed and 
is so situated that it can give suitable psychological 
as well as social treatment, we shall have learned a 
vast amount from our experiences of children who 
have been homeless in wartime. (Applause.) 

Dr. C. A. KEANE (Northants): 1 think we can 
very heartily thank and congratulate Miss Fildes on 
her most admirable address which she has given us 
this afternoon, and to which she has so obviously 
given so much thought and, of course, feeling. 

She has rightly stressed the need for careful 
diagnosis, and for that we know that it is essential 
to have every fact about the child and his environ- 
ment at our disposal. In my area, in dealing with 
evacuation, we have found in some cases it has been 
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very difficult indeed to obtain facts about the child’s 
environment prior to evacuation. That is partly 
due to inaccessibility of parents in the Forces and 
in factories, and also partly to their reluctance to 
give facts about the children, though fortunately 
that in our experience has only been found in a 
minority of cases. 

In the time at my disposal I shall not bother you 
with the types of problem we have been up against, 
or all the factors which have caused them, except 
to say that two or more of these factors have usually 
been found to be operating together. It is helpful 
to keep in mind that similar causes may operate 
to produce further problems in returning evacuees. 
There is, for instance, the problem of returning 
evacuees to homes which have been broken up, 
or where they are not wanted. There is also the 
problem of returning children who have settled 
down while in their billets, and who are happier 
than they would be in their own homes. 

A question to be faced—I think it is relevant to 
this discussion—is whether there should be perman- 
ent Hostels for such children, where they can be 
cared for until they reach employable age. Or 
would the provision of State boarding schools 
provide a solution ? 

I am in agreement with Miss Fildes when she asks 
for the co-operation of everyone in establishing 
small Hostels or Homes. I believe, however, 
somewhat differently from Miss Fildes, that the 
optimum number is fifteen. 

In my own district of Northamptonshire there 
are 7 Hostels, housing 140 children. The smallest 
Hostel houses 12 and the two largest 30. I have 
also been associated with a Hostel which housed 
over 40 children, and that is an experience which 
I do not want to undergo again. - 

I believe also that classification is very desirable, 
and I agree that this classification should be on 
age groupings only, in small Hostels, and there 
should be that personal contact which is so necessary. 

Furthermore, social responsibility, about which 
Miss Fildes has so ably spoken, is best developed in 
a small group, both among its members and, what 
is more important, in contacts with those outside 
the Hostel. That hasbeen my experience, both in 
wartime and peacetime. 

In my county some of the Hostels are being 
managed and run by husband and wife, a very 
desirable thing. 

There is just one other point, and that is the 
question of the treatment of these children, whether 
it should take place actually at the Hostel or at a 
clinic run in conjunction with the Hostel. I have 
had experience of both, and I really cannot make up 
my mind which is the better. 

However, with those remarks and those expres- 
sions of opinion, I will now leave the way open to 
further discussion. (Applause.) 

Mr. HERBERT OLIVER: There was just one 
point in Miss Fildes’ address which gave me to 
think. She used the remark on several occasions, 
** If it should be financially possible ’’. I do not 
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